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Friedbergs Diseases of the Heart New (2nd) Edition! 












Completely revised, this extremely practical volume gives understanding of cardiac disease is all here for you to use 
an unparalleled overall picture of the sick heart—right in daily practice—both for your benefit and that of your 
’ up-to-date as of mid-1956. Diagnosis, treatment and heart patients. Check full description of book just inside 
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B To Give Today's Best Understanding of the Sick Heart 


& New (2nd) Edition—Just Off Press! 





Hundreds of New Discussions 
on Vital Topics Like These 


Treatment of Intractable Heart Failure 
Digitalis 

Quinidine 

Pronestyl 

~ Mecurial Diuretics 

Low Sodium Diets 

Resins 

Antituberculous Drugs 

Radioactive Iodine in Angina Pectoris 


Treatment of Rheumatic Fever with 
Corticosteroid Hormones 


Mephyton to Control Bleeding 
Inflow Stasis 

Hypothermia 

External Shunts 
Pump-Oxygenators 

New Methods of Segmental Closure 
Cholesterol Metabolism 
Defibrillation 
Wolf-Parkinson-White Syndrome 
Diagnostic Tests for Pheochromocytomia 
Jugular Vein Tracing 


Induction of Hyperchloremic Acidosis 
with Diamox 


Coronary Atherosclerosis 
Use of Cardiac Massage 


Vectorcardiographic Findings in 
Cardiac Hypertrophy 





Example of Detailed Chapter Coverage 
Chap. 21 ACUTE CORONARY OCCLUSION 
AND MYOCARDIAL INFARCTION 


DIAGNOSIS OF ACUTE MYOCARDIAL INFARCTION........... 
Chest Pain Suggesting Cardiac Infarction; Shock, Syncope or 


Prostration Suggesting Acute Cardiac Infarction; Acute Pulmo- 


nary Edema Suggesting Acute Cardiac Infarction; Development 


or Intensification of Heart Failure Suggesting Acute Cardiac In- 


farction; Other Symptoms Suggesting Acute Cardiac Infarction; 
Electrocardiographic Diagnosis of Acute Cardiac Infarction; 
Eleetrocardiographic Differential Diagnosis. 
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Pulmonary Embolism; Cardiac Arrhythmias; Acute Pericarditis; 
Spontaneous Pneumothorax; Dissecting Aneurysm of the Aorta; 
Mediastinal Emphysema. 


Abdominal Conditions Resembling Cardiac Infarction........... 
Acute Indigestion; Acute Surgical Abdominal Disease 
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Age; Previous Attacks; Severity and Duration of Pain; Shock; 

Heart Failure; Fever and Leukocytosis; Diabetes; Electro- 

Cardiographic Changes; Cardiac Arrhythmias; Embolization. 
Prognosis after Recovery from the Acute Attack................ 
Residual Symptoms and Rehabilitation after Acute Attack........ 


Angina Pectoris: Hypertension; Heart Failure; Cardiac En- 
largement; Electrocardiographic Changes after Recovery. 


Subsequent Attacks of Cardiac Infarction...............00000000% 
Effect of Patient’s Cooperation and Morale.................0000+ 
TREATMENT OF ACUTE CARDIAC INFARCTION.............. 
er cc ccusersdaekedabadeenees bhsseedhebnns 
PE (cde athinnedsetdlasseesedkean eepesekudnadeessecaseesecans 
General Measures; Specific Measures; Shock and Pulmonary 
Edema. 
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Individual Therapeutic Measures and Drugs...................++: 


Best Rest; Armchair Treatment; Hospital vs. Home Care; Nursing 
Care; Diet; Tobacco, Aleohol, Coffee; Care of Bowels; Oxygen 
Therapy; Drug Therapy. 
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Completely Revised, Almost Entirely Rewritten 4 


Significant New Additions Made Right Up to Press Time 8 





HEAR 


BY CHARLES K. 
FRIEDBERG, M.D. 


Diagnosis and Therapy of Every Type of Heart Disorder 


The New (2nd) Edition of Friedberg’s Diseases 
of the Heart is now ready. 


Nowhere else today can the physician interested 
in heart disease find so much practical and use- 
ful information on the recognition, treatment 
and understanding of every type of cardiac dis- 
order. 


The approach throughout is from the point of 
view of pathologic physiology, with brilliant de- 
lineation and interweaving of all the various fac- 
tors of dysfunction that together make up the 
picture of a sick heart. Nothing is omitted or 
glossed over, You will see the elements that may 
precipitate heart disease; the progression of the 
disease with its attendant structural and func- 
tional changes; the symptoms and signs that 
these changes may produce; how the recommend- 
ed therapeutic measures may combat, arrest or 
compensate for the dysfunctions present. 


The up-to-dateness of the volume is startling. 
Dr. Friedberg managed, right up to press time, 
to pinpoint and include all significant advances 
in diagnosis and therapy. 


In this new edition you will find 3 entirely new 
chapters on graphic methods of cardiac examina- 
tion—encompassing roentgenologic examination, 
electrocardiography, vectorcardiography, ballis- 
tocardiography, cardiac catheterization, etc. 


Extensive attention in this revision has been 
devoted to cardiac surgery, particularly the new 
direct vision techniques. The indications for sur- 
gery are carefully presented, along with clear in- 
formation on contraindications, pre- and post- 
operative care plus concise descriptions of the 
operative techniques themselves. 


If you can use a wealth of information on 
circulatory failure; the cardiac arrhythmias; dis- 
eases of the coronary arteries and coronary heart 
disease; structural abnormalities of the heart; 
you will surely find it here. This volume is a 
storehouse of just about all the worthwhile in- 
formation on heart disease available today. 


By CHARLES K. FRIEDBERG, M.D., Attending Physician, 
Mount Sinai Hospital, New York; Associate Clinical Professor 
of Medicine, College of Physicians and Surgeons, Columbia Uni- 


versity. 1161 pages, 7”x10”, with 155 illustrations. About $17.00 
New (2nd) Edition. 


Please send and charge my account: [] Easy Pay Plan ($3 per mo.) 


Friedberg’s Diseases of the Heart 2nd Edition........ About $17.00 
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BOOKS FOR YOUR DAILY GUIDANCE 








Boyd—Textbook of Pathology 


By WILLIAM Boyp, M.D. 


Professor of Pathology, University of British Columbia, 
Vancouver, B.C., Canada 


The essentials of present-day pathology are covered fully in 
this book. Dr. Boyd does more than discuss general patho- 
logic principles. He stresses the underlying basis of individ- 
ual diseases and correlates disturbed physiology with morbid 
anatomy. ‘Recommended for all medical libraries and path- 
ologists.""—New England Journal of Medicine. 


6th Ed. 1024 Pps. 570 Illus. & 32 Plates in Color. $12.50 


Twiss & Oppenheim—Disorders of 
Liver, Pancreas & Biliary Tract 
By JOHN RussELL Twiss, M.D., F.A.C.P. 


Assistant Professor of Clinical Medicine, New York University 
Post-Graduate Medical School 


and ELLIOT OPPENHEIM, M.D., F.A.C.P. 
Assistant Professor of Clinical Medicine, New York University 
Post-Graduate Medical School; AND CONTRIBUTORS 


Emphasis throughout this work is on medical diagnosis and 
treatment. “Valuable for the day-by-day management of 
patients and as a source of reference for planned clinical 
observations in this group of patients.’"—Southern Medical 
Journal. 


653 Pages. 136 Illus. & 7 Plates, 3 in Color. 48 Tables. $15.00 


Hardy—Fluid Therapy 


By JAMEs D. Harpy, M.D., F.A.CS. 


Professor and Chairman, Department of Surgery, 
University of Mississippi, Jackson 


Dr. Hardy provides factual, clinical answers to the questions 
of how much—of what fluid—by what route—how fast? 
The management of clinical problems is detailed. ““Recom- 
mended.” —GP 


255 Pages. 77 Illustrations. 8 Tables. $5.50 
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Please enter my order and send the books indicated below: 
(-] Check enclosed [) Bill me at 30 days. 
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Lewin—The Back and Its 
Disk Syndromes 


By Puivip Lewin, M.D., F.A.CS., F.LC.S. 


Professor of Orthopedic Surgery, Cook County Graduate School 
of Medicine, Chicago, Illinois 


Dr. Lewin gives causes, diagnosis, prevention, treatment and 
prognosis of virtually every disorder involving the back and 
its related structures. Medico-legal considerations are in- 
cluded. “The format is good and the illustrations are excel- 
lent.” —Post graduate Medicine. 


2nd Ed. 942 Pps. 371 Illus. & 4 Plates in Color. $18.50 


Katz & Pick—Clinical Electrocardi- 
ography. I. Arrhythmias 
By Louis N. Katz, M.D., F.A.C.P. 


Director, Cardiovascular Department, Michael Reese Hospital 


and ALFRED Pick, M.D. 


Physician-in-Charge of Heart Station and Research Associate, 
Michael Reese Hospital, Chicago, Illinois 


The importance of the physiological approach in the inter- 
pretation of clinical arrhythmias is stressed in this new work. 
“, . . an excellent reference book for the internist and 
cardiologist.” —J/. A.M.A., Vol. 161, No. 12, July 21, 1956. 


737 Pages, 7” x 10". 415 Illustrations. $17.50 


Merritt— Neurology 
By H. Houston Merritt, M.D. 


Professor of Neurology, Columbia University, 
New York 


Diseases of the nervous system are presented as an integral 

art of internal medicine with stress on the common diseases 
and established methods of treatment. “Of value to the 
internist and general practitioner." —Ohio State Journal of 
Medicine. 


746 Pages. 181 Illustrations and 128 Tables. $12.50 


WASHINGTON SQUARE, PHILADELPHIA 6, PA 
Canadian Agent: The Macmiilan Co. of Canada, Ltd., 70 Bond St., Toronto 


(J Charge under your partial payment plan. 
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against 
everyday stresses... 




















oerpasil 


(reserpine CIBA) 


RAISE THE EMOTIONAL THRESHOLD 


Serpasil ina LOW, ONCE-A-DAY* dose 
acts as a gentle mood-leveling agent 
...sets up a needed “tranquility bar- 
rier” for the many patients who, with- 
out some help, are incapable of 
dealing calmly with a daily pile-up of 
stressful situations. 


*As little as 0.25 mg. Serpasil or less once daily may frequently 
maintain the average patient who is being treated for emo- 
tional strain, anxiety and overexcitability...with a minimum 
of side effects. 


TABLETS, 0.1 mg., 0.25 mg. (scored ), 1.0 mg. (scored), 2.0 mg. 
(scored), and 4.0 mg. (scored). ELIXIR, 0.2 mg. or 1.0 mg. per 
4-ml. teaspoon. 


Cc | B A Summit, N.J. 2/2270" 
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“Delight,” painted by Norman Rockwell to show baby's enjoyment of Swift's smoother meats. 


Swifts new smoother meats 








are easy to enjoy...easy to digest! 


, 


e The smoother the first ‘‘solids,’’ the 


better baby likes them. 


That’s why we've developed a special 
new process that makes Swift's Meats for 
Babies the smoothest ever. You can recom- 
mend them. Now they're strained creamy- 
soft...so fine they feel like velvet on 
baby’s delicate tongue. They're easy to 
swallow, digestible as milk. 


Flavors are improved, too. They’re more 
palatable . . . naturally good. And, most im- 
portant, we make sure the high nutritional 
values of these fine 100% meats are care- 
fully retained. 


All 8 varieties of Swift's Meats for Babies 
and Swift's Egg Yolks are made to merit 
your confidence. They're our most pre- 
cious product. 


MEATS FOR BABIES 


Swifts most precious product 
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P wribenzamine Injectable Solution 


hydrochloride 
(tripelennamine hydrochloride CIBA) 


Pyribenzamine, long a standard in antihista- 
mine therapy, is now offered in a 10-ml. multiple- 
dose vial of Injectable Solution for 


—even greater economy 
—flexibility of dosage 


For preventing anticipated blood transfusion 
reactions 1 ml. (25 mg.) of Pyribenzamine In- 
jectable Solution is injected intravenously or 
through the air-vent needle directly into the 
bottle of blood to be transfused. 


For rapid and prolonged relief of allergic symp- 
toms (as in urticaria; allergic rhinitis; bron- 







chial asthma; dermatitis venenata; drug, serum, 
hyposensitization reactions) 1 ml. (25 mg.) of 
Pyribenzamine Injectable Solution twice daily is 
usually sufficient. This dosage can be doubled or 
halved to meet individual circumstances. It may 
be injected intravenously or intramuscularly. 


Supplied: INsEcTABLE SoLUTION: 


Multiple-dose Vials, 10 ml., each ml. containing 25 mg. 
Pyribenzamine hydrochloride; cartons of 1, 6 and 50. 
Ampuls, 1 ml., 25 mg. per ml.; cartons of 5. 


CIBA 


2/2326" SUMMIT, N. J. 











in rheumatoid arthritis 













~~ Clinical evidefices#indicates that to augment the 
therapeutic ac vantages of the “predni-steroids” 
antacids should be routinely co-administered 
to minimize gastric distress 


ROUTINE 
CO-ADMINISTRATION 
MEANS os 
y; (Prednisolone 


Sm Coleltra 








Compressed 
Tablets 






All the benefits of the “‘predni- 
steroids’’ plus positive antacid 


action to minimize gastric gredulsone or 
distress. prednisolone with 
50 mg. magnesium 
References: 1. Boland, E. W., J.A.M.A. 
160:613 b (February 25) 1956. 2. Margolis, trisilicate and 
H. M. ¢ a al. J.AM. A. 158: 1464 ‘June 11) 300 mg. aluminum onan ai), dies 
1955. ollet, A. J. et a hydroxide get. M 
158:459 (June 11) 1955. DIVISION OF MERCK @ CO.. Inc. 


‘CO-DELTRA’ and ‘CO-HYDELTRA‘’ are trademarks of MEack & Co., INC. PHILADELPHIA 1, PA. 





~ all the benefits of the “pre¢ 
plus positive antacid action 
_ to minimize gastric distress 





(Prednisone Buffered ) 


j : > . | 
Clinical evidence!.2.3 indicates that to | - ()- - I'd 
augment the therapeutic advantages of 


prednisone and prednisolone, antacids 2.5 mg. or 5 mg. (Prodnisstone Buttered) 
should be routinely co-administered to prednisone or 
minimize gastric distress. prednisolone with 
References: 1. Boland, E. W., J.A.M.A. 160:613 (Feb { 50 mg. magnesium S 
‘1. Boland, E. W., J.A.M.A. 160: ( ruary cc ; 
25) 1956. 2, Margolis, H. 'M. et ai., J.A.M.A. 158:454 posing 
ne 55. 3. , d .A.M.A. : 
Gene 18) tose. ollet, A. J. et al., J.A.M.A. 158:459 te lb out. MERCK SHARP & DOHME 
DIVISION OF MERCK & CO Inc 


‘CO-DELTRA’ and ‘CO-HYDELTRA’ are trademarks of MERCK & CO., INC. PHILADELPHIA 1. PA 





Improved bowel 





motility and 
softer stools 
with 


e425 S See GRANULES 





EVACUATES AND REHABILITATES-—SENOKOT is a specific large bowel 
neuroperistaltic that achieves controlled reflex evacuation of the constipated bowel 
and rehabilitation of the constipated patient. When regular bowel function is 





restored, dosage may be reduced and eventually discontinued. 





ing constipation in the pregnant and postpartum patient, in children, and in the aged. 


REPRODUCIBLE EFFECT-—SENOKOT, the new effective combination of senna 
pod principles, is doubly standardized for potency and reproducible effect. 





9 BROAD THERAPEUTIC SCOPE-SENOKOT is particularly valuable for treat- 





These scientific reports provide 
the evidence of SENOKOT'S 
effectiveness and acceptance 

by thorough clinical and laboratory 
evaluation. Collectively they 
constitute the fastest 

growing bibliography in the 
treatment of constipation. 


in constipation 


R Senokot Tablets #100 
Sig: 2 tablets at bedtime.* 


R. Senokot Granules 8 oz. 


Sig: 1 level teaspoonful at bedtime, 
either plain or in milk.* 


*Dosage may be increased or decreased by 1 tablet 
or 1/2 teaspoonful nightly as required. 


DOSAGE: Average starting dosage for adults 
is one level teaspoonful of the granules (or 
two tablets), preferably at bedtime. Dosage 
may be increased or decreased to meet the 
patient’s specific needs. 


SUPPLY: Cocoa-flavored GRANULES in 8 and 
4 ounce containers. Unflavored TABLETS in 
bottles of 100. 


THE PURDUE FREDERICK COMPANY 
198 CHRISTOPHER STREET, NEW YORK 14, N.Y. 
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» Patient, Male 


osteomyelitis. Disc 5 
10 units: 
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Specific—because you can actually pinpoint the 
a . si therapy for coccic infections. That’s because 
sp ecl fi ca g a1ins t most bacterial respiratory infections are caused 
by staph-, strep-and pneumococci. And these 
are the very organisms most sensitive to 





coccic infections 


ERYTHROCIN—even when in many cases they 





resist other antibiotics. 


“fil by 
pimtab, 
Eruthrocin 
Y (Erythromycin, Abbott) 


STEARATE 





Low toxicity—because EryTHROCIN rarely alters 
intestinal flora. Thus, your patients seldom 


Wi th Li Gti ~ Ti sk O - get gastroenteral side effects. Or loss of vitamin 


synthesis in the intestine. Virtually, no allergic 
reactions, either. Filmtab ErytTHrocin 


serious side effects Stearate (100 and 250mg.), 
bottles of 25 and 100. Obtott 
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(Erythromycin, Abbott) 


STEARATE 





Erythr 


® Filmtab—film-sealed tablets; pat. applied for 
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established 


by over 100 million patient days 


substantiated 
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BUTAZOLIDIN 


(phenylbutazone GEIGyY) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 







over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 


BUTAZOLIDIN is recognized as one of the most effective 





anti-arthritic agents currently available. 


relieves pain 
improves function 
resolves inflammation 
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helping the epileptic to help himself ‘S 
Wr r.ON TiN” 


Kapseals® and Suspension 


(phensuximide, Parke-Davis) 
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for patients with petit mal epilepsy 

A drug of choice in initiating treatment and, after five years of study, found one of the least toxic of all effective 
drugs.’ Often effective in patients refractory to other therapy...and often of definite value in some patients with 
psychomotor epilepsy. 

MILONTIN Kapseals, 0.5 Gm., bottles of 100 and 1,000; also available as MILONTIN Suspension (250 mg. per 4 cc.) in 16-ounce bottles. 


DILAN TIN’? SODIUM 


(diphenylhydantoin sodium, Parke-Davis) 
for patients with grand mal and psychomotor seizures 


Alone or in combination, DILANTIN continues as an anticonvulsant of choice...with time-tested advantages 
of relative safety and little or no hypnotic activity.** 
DILANTIN Sodium is supplied in a variety of forms—including Kapseals of 0.03 Gm. (% gr.) and 0.1 Gm. (1% gr.) bottles of 100 and 1,000. 


For patients with mixed grand mal—petit mal epilepsy, MILONTIN may be used in combination with DILANTIN 
Sodium or with DILANTIN Sodium with Phenobarbital. 


(1) Zimmerman, F T.: New York J. Med. 55:2338, 1955. (2) Drake, F R.: Am. J. M. Sc. 230:98, 1955. (3) Levy, L., & Shanbrom, E.: Arch. 
Int, Med. 97:599, 1956; 
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PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN 

















TopicaL OINTMENT 
Each gram contains: 
Prednisolone (delta-l-hydrocortisone) 

acetate 5 mg. (0.5%) 
Neomycin sulfate 

(equiv. to 3.5 mg. neomycin base) 
Methylparaben....... 0.2 mg. 
Butyl-p-hydroxybenzoate 

1.8 mg. 

Supplied: 5-gram tubes 
Eye-Ear OINTMENT 


Each gram contains: 
Prednisolone (delta-l-hydrocortisone) 
ONE ty.0<<ideisctess 2.5 mg. (0.25%) 


Neomycin sulfate 
(equiv. to 3.5 mg. neomycin base) 
Supplied: 44 0z. tubes with applicator tip 
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Trravemarx FOR THE UPJOHN BRAND OF PREDNISOLONE ACETATE 
WITH NEOMYCIN SULFATE 


The Upjohn Company, Kalamazoo, Michigan 


Delta-Cortef* 


for inflammation, 
neomycin 


for infection: 


Neo-Lelta-Cortef 








Cradle 
Song 


fora 
Restless Child 


As pacifying as a rocking chair, 
Butisol is like a lullaby. It gives a 
gentle nudge over the threshold of sleep. 





BUTISOL’ SODIUM 


BUTABARBITAL SODIUM, McNEIL 


LABORATORIES, INC, 
PHILADELPHIA 32, PA. 


TABLETS 15 mg. (% gr.), 30 mg. 
Ch gr.), SO mg. (% gr.), 100 mg, 
re G’%gr.), Repeat Action 
30 mg. and 6O mg. 
SLIXIR, 30 mg. (4 or.) 
perS cc. 
CAPSULES, 
100 mg. (1% gr.) 








BRAND OF MECLIZINE HYDROCHLORIDE 
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z. longest acting— 


. the duration of action with meclizine [Bonamine] is clearly 
cage usNaae ae eg dogs toe " 
“.,. for long sea voyages’ where it may be necessary to continue 
medication for several days, meclizine [Bonamine] seems to be 
the drug of choice.” t 


2. in recommended dosage Bonamine is 
notably free from side reactions — 
patentee : <P eons of any Nona 
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“EQUANIMITY’”’ 





ight, 1956 


A full-color reproduction of this paint- 
ing by Andrews, for framing, is avail- 
able upen request. Address Wyeth 
Laboratories, Philadelphia 1, Pa. 
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“‘Equanimity”’ by Walter Andrews 


Wijeth 
*Trademark ® 
Philadelphia 1, Pa 
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a therapeutic anchor 
| in physical iliness 


Anxiety is a natural reaction to illness.’ Since pristaly intensifies symp- 
toms and produces a disturbed atmosphere for treatment, its control : 


is important to the patient's progress. 


EQUANIL relieves anxiety, promotes equanimity, relieves mental an 4 
muscle tension, and fosters normal sleep.? In anxiety and tension due. 
to physical sickness, it extends the practitioner's therapeutic scope. — 
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for equanimity me 





MEPROBAMATE 
( 2 1,3- 
2-methyl-2-n-propyl- 


tamed eas WA Psat Ne. 2.724720. 
antianxiety factor mah muscle-relaxing action 











“Trademari yee is 
MAC eg. < ‘i Cs i 


METICORTEN® 


prompt control of bronchospasm and dyspnea; aan 
permits effective cough and bronchial drainage; ori | 
improves vital capacity and pulmonary function; 

facilitates adjunctive therapy; hastens rehabilitation; 

dietary regulations usually unnecessary; 

minimizes incidence of electrolyte disturbance 









METICORTEN,* brand of prednisone. *T. M. f in 
1, 2.5 and 5 mg. tablets. MC-J-2876 By, 


METICORTEN 


PREDNISONE 











speed relief to your hay fever patients 


we oe : bao We 
® Because it acts so rapidly, Pyribenzamine in 

rt p Za Wh i i a many cases actually aborts the allergic episode— 
suppressing symptoms before they become full- 


blown. On the other hand, Pyribenzamine is 


brings help at the promptly metabolized, so that there is a minimum 


of “drug overlap” in asymptomatic periods. For 
prompt relief of symptoms—when your patients 
most need it—prescribe fast-acting Pyribenza- 
mine... for hay fever, allergic dermatoses, drug re- 


C PYRIBENZAMINE® hydrochloride actions or whenever an antihistamine is required. 
I B A (tripelennamine hydrochloride CIBA) 


SUMMIT, N.J. sleseen 50-mg. tablets (scored) ; 25-mg. tablets (coated) 


moment of allergic need 
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« Washington News _ » 


Military Dependents Medical Care « « 
Hospital Design Advisory Committee * ¢ 
Federal-State Rehabilitation Programs « « 
PHS Grants Program Advisory Committee * ¢ 


MILITARY DEPENDENTS MEDICAL CARE 


State medical societies, in preparation for their role 
in the new military dependent medical care program, 
have almost completed the first phase of their work. 
More than three-quarters of them have indicated they 
have decided on negotiating and disbursing contrac- 
tors, have agreed to submit fee schedules, and have 
decided to set up committees that will settle medical 
questions and work out changes in fee schedules from 
time to time in the future. Of the states that already 
have taken action, approximately four-fifths have 
indicated they will do their own contract negotiating 
with the Defense Department for doctors in the state. 

The Defense Department has announced that its 
next major step will be to call representatives of all 
participating state societies to Washington to work 
out individual contracts, based on a model contract that 
now is being formulated. There is the possibility that 
some of these arrangements may be handled by mail. 
Prior to these negotiations, however, formal imple- 
menting regulations will be drawn up and issued by 
the Defense Department in cooperation with the De- 
partment of Health, Education, and Welfare. 

On the hospital care phase, the Defense Department 
is moving ahead with plans for dividing up the country 
between Blue Cross and commercial insurance com- 
panies, with Blue Cross getting about two-thirds of 
the areas. Negotiations for this part of the program 
will continue for several weeks. Under the law, the 
program is to go into effect next Dec. 8. Directing the 
medicare program for the Army (agent for all services ) 
will be Major Gen. Paul I. Robinson, who presently 
is commanding officer at Letterman General Hospital, 
San Francisco. Present plans call for designating the 
new operation as the department's “Dependent Medi- 
cal Care Division.” 


REHABILITATION PROGRAMS 


Working toward a goal of annual rehabilitation of 
200,000 persons, the federal-state rehabilitation pro- 
gram restored 66,273 handicapped persons to pro- 
ductive employment during the fiscal year ending last 
June 30. The U. S. Office of Vocational Rehabilitation, 
making public its annual report, lists the increase as 
14% over the previous year. Of the total rehabilitated, 
about 3,500 entered such professional fields as educa- 
tion, medicine, and engineering; 8,200 got their train- 
ing in skilled trades; and 6,200 went into the farm 
labor force. Others are in managerial, sales, and 
service jobs or in unskilled labor. 





From the Washington Office of the American Medical Association. 


Income of the patients showed, as usual, a striking 
increase between prerehabilitation and postrehabilita- 
tion status. In the first full year of their employment, 
they are expected to earn about 119 million dollars, in 
contrast to the 17 million dollars earned by the same 
persons prior to rehabilitation. The report points out 
that more than 48,000 of the persons were unemployed 
at the time they started rehabilitation and that most 
of the others were in “unsafe, part-time or otherwise 
unsuitable jobs or were in danger of losing their jobs 
because of their disability.” As an example of the 
dollar value of rehabilitation, OVR points out that 
about 13,000 of these people had been dependent on 
public assistance immediately prior to or during re- 
habilitation, and had been receiving approximately 
$11,100,000 a year in public or private aid. The total 
cost of rehabilitating this group was $9,200,000. 


HOSPITAL DESIGN 


To help stimulate more efficient hospital manage- 
ment, the Department of Health, Education, and 
Welfare has appointed an advisory committee “to study 
and develop methods of adapting hospital facilities and 
services more closely to the varying needs of patients.” 
Heading the committee is Dr. Russell Nelson, director 
of Johns Hopkins Hospital, Baltimore. [t will work 
closely with Dr. Lowell T. Coggeshall, special assist- 
ant to Secretary Folsom in health and medical matters. 

In announcing the appointment of the committee, 
Mr. Folsom said: “Most hospitals are built and oper- 
ated today to provide the maximum possible medical 
care involving complex and expensive equipment and 
personal services for each patient. Some patients, 
however, do not need such expensive equipment or 
services. If some sections of general hospitals could 
be designed and operated specifically to serve persons 
who have only limited needs, the cost of hospital care 
for those patients could be reduced substantially.” 

Among other possibilities, the committee will con- 
sider the advantages of rooms designed for patients 
who will be hospitalized only at night or only in the 
daytime, or for limited hours. Such accommodations 
would meet the requirements of persons whose chief 
need is for diagnostic services, or others who can 
obtain adequate care in their own homes part of the 
time. Many persons who need only part-time hospitali- 
zation pay for 24-hour care, because few hospitals 
offer part-time treatment. Another possibility is a 
hospital so arranged and managed that many patients 
can go to a central cafeteria or dining room for their 
meals, thereby reducing cost of food distribution. Also, 
patients might do some of the light housekeeping in 
their rooms. 

Federal grant money already is available for ex- 
perimental construction along lines that might be 
suggested by the committee. To assist the committee, 
the U.S. Public Health Service now is collecting de- 
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tailed information on what has been done to date 
in developing or operating facilities more closely re- 
lated to actual patient needs. Councils of the Ameri- 
can Hospital Association and the American Institute of 
Architects, which have had these problems under 
study for years, will be asked to assist the committee. 
“The cost of hospital care has been increasing stead- 
ily,” Secretary Folsom said in outlining the commit- 
tee’s task. “We do not expect, of course, that the 
work of any one committee or group in any one field 
will solve the whole complex problem. But we be- 
lieve this committee can make an important contribu- 
tion, and I am grateful to the distinguished men and 
women who have agreed to serve.” 


PHS ADVISORY COMMITTEE 


A 12-man advisory committee to aid the Public 
Health Service in administering the three-year, 90 mil- 
lion dollar grants program for building of health re- 
search facilities has been appointed by Secretary 
Folsom of the Department of Health, Education, and 
Welfare. The group is to be known as the National 
Advisory Council on Health Research Facilities. The 
law provides for matching grants to institutions doing 
research in medicine, osteopathy, dentistry, public 
health, and related sciences. 

The council is made up of eight members from the 
professions and four from the general public. PHS 
Surgeon General Leroy Burney and an official of the 
National Science Foundation are ex-officio members, 
with the surgeon general serving as chairman. Council 
members are Dr. George N. Aagaard, professor of 
medicine and dean of the School of Medicine, Univer- 
sity of Washington; Eugene N. Beesley, president, Eli 
Lilly & Company; Dr. Thomas H. Hunter, dean of the 
School of Medicine, University of Virginia; Dr. Car- 
lyle Jacobsen, executive dean for medical education, 
State University of New York; Dr. Paul C. Kitchin, 
professor of dental histology and embryology of the 
School of Dentistry, Ohio State University; Dr. Oliver 
H. Lowry, dean of the School of Medicine, Washing- 
ton University, St. Louis; Dr. Robert A. Moore, vice- 
chancellor, University of Pittsburgh; F. C. Sowell, 
vice-president and general manager of radio station 
WLAC, Nashville, Tenn.; Dr. John E. W. Sterling, 
president of Stanford University; Dr. Thomas B. 
Turner, professor of microbiology of the School of 
Hygiene and Public Health, Johns Hopkins University; 
Dr. James W. Wilson, professor and chairman of the 
department of biology, Brown University; and James 
Bradshaw Mintener, who is resigning as assistant sec- 
retary of HEW. 


PERSONNEL 


The new chief of the physical medicine service at 
Walter Reed Army hospital is Lieut. Col. Aniello F. 
Mastellone, who succeeds Col. Harold B. Luscombe, 
retired. Col. Mastellone’s most recent post was chief 
of the physical medicine service at Fitzsimons Army 
Hospital in Denver. . . . G. Cullen Thomas of Minne- 
apolis has been named as a special consultant to the 
Food and Diug Administration, to serve in the area of 
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industry cooperation and education. Mr. Thomas has 
retired after 26 years as a vice-president of General 
Mills, Inc. . .. Dr. Lewis H. Hoyle has been appointed 
medical director of the Kansas City regional office of 
the Department of Health, Education, and Welfare. 
As hospital and medical facilities director in the same 
office, Dr. Hoyle was responsible for regional super- 
vision of the Hill-Burton hospital construction pro- 
gram. Dr. Charles F. Blankenship, currently the Kan- 
sas City director, moves to the San Francisco office in 
the same capacity. The shifts are effective Oct. 1... . 
Four new members have been appointed to the Vet- 
erans Administration special medical advisory group. 
They are Dr. Charles D. Shields, Georgetown Univer- 
sity, replacing Dr. Donald A. Covalt, Bellevue Medical 
Center; Dr. Howard P. Rome, Mayo Clinic, who re- 
places Dr. David A. Boyd Jr.; Dr. Shields Warren of 
New England Deaconess Hospital, Boston, who 
replaces Dr. Robert A. Moore, University of Pitts- 
burgh; and Mrs. Marion Sheahan Bailey, associate 
general director of the National League for Nursing, 
Inc., who replaces Mrs. Elmira B. Wickenden of 
Bronxville, N. Y. Mrs. Wickenden is resigning be- 
cause of other pressing commitments; others are leav- 
ing the group on the expiration of their terms. 


MISCELLANY 


The Public Health Service has announced the 
awarding of 12 grants for research in various aspects 
of air pollution. Six are for new projects and six for 
continuing support of projects already under way. 
They amount to $318,568 and bring the total number 
of grants since July, 1955, to 32. The largest single 
grant this time was $94,340 for a continuing project— 
the design and organization of a study to relate the 
incidence, prevalence, and prognosis of human disease 
to air pollution in an urban area. . . . The Navy reports 
that 184 ensign (medical) officers participated in 
summer “cruises” at 16 naval teaching hospitals and 
9 naval medical research activities during the past 
season. This training is part of a naval reserve program 
to afford qualified medical students an opportunity to 
join the reserve as commissioned officers while still 
in medical school. . . . A special course for nurses has 
been sponsored by the Federal Civil Defense Ad- 
ministration. Directed by the FCDA health office, the 
course included discussion of principles of civil de- 
fense and the organization, administration, and oper- 
ation of civil defense programs. . . . The Atomic 
Energy Commission has a limited supply of spent fuel 
elements from its materials testing reactor for rental 
to licensed users. The elements are used as sources of 
gamma radiation employed in medical and industrial 
research. AEC is making a flat charge of $100 a year 
for use of each fuel element. . . . In preparation for 
National Employ the Physically Handicapped Week 
(Oct. 7-13), the U. S. Chamber of Commerce urges 
employers to recognize that physical fitness is a rela- 
tive thing and must be judged in relation to a specific 
job. .. . The National Science Foundation, in a report 
titled Federal Support for Science Students in Higher 
Education, estimates that in 1954 the federal govern- 
ment aided more than one out of every five graduate 
students and one out of every six undergraduates in 


all fields of study. 









A RESEARCH MILESTONE 





Nilevar’™ 


(BRAND OF NORETHANDROLONE) 


Searle’s New and Practical Steroid 





Specifically for Protein Anabolism— 





I has long been recognized that a substance which would 
promote protein anabolism would be of inestimable value 
in therapy. The androgens have this property, but unfor- 
tunately they also exert actions on secondary sex charac- 
teristics. These effects are commonly undesirable in 
therapeutic programs. 


THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research development, there- 
fore, meets a long desired clinical need because Nilevar 
presents the first steroid primarily anabolic for protein 
synthesis. Moreover, Nilevar is without prominent andro- 
genic effects (only about one-sixteenth of that exerted by 
the androgens). 





OBJECTIVE AND SUBJECTIVE RESPONSE—Orally effec- 
tive, Nilevar therapy is characterized by retention of 
nitrogen, potassium, phosphorus and other electrolytes 
in ratios indicative of protein anabolism. Moreover, sub- 
jectively the patient observes an increase in appetite and 
sense of well-being. 


WELL TOLERATED—Nilevar has an extremely low toxic- 
ity. Laboratory animals fail to show toxic effects after 
six months of continuous administration of high dosages. 
Nilevar should not be administered to patients with 
prostatic carcinoma. Nausea or edema may be encoun- 
tered infrequently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive individuals. 


MAJOR INDICATIONS — Preparation for and recovery 
from surgery; supportive treatment of serious illnesses 
(pneumonia, poliomyelitis, carcinomatosis, tuberculosis); 
recovery phase of severe burns and trauma; decubitus 
ulcers. 


DOSAGE — The daily adult dose is three to five Nilevar 
tablets (30 to 50 mg.) but up to 100 mg. may be adminis- 
tered. For children the average daily dose is 1 to 1.5 mg. 
per kilogram of body weight; individual dosages depend 
on need and response to therapy. 


SUPPLY — Nilevar is available in uncoated, unscored 
tablets of 10 mg. G. D. Searle & Co., Research in the 
Service of Medicine. 


#Trademark of G. D. Searle & Co. 
































criteria for skeletal muscle relaxant 


‘The need for a therapeutic agent that would provide prolonged 
relaxation of spastic or rigid muscles is generally recognized\To date, 
there has been no available drug proved sufficiently safe, 
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effective, or long-lasting to justify its general use.” 4 | ae ihe 
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NOW 


flexin’ 


(Zoxazolamine,t McNeil) 


fulfills these 


supplied: 250 mg. yellow, scored tablets, bottles of 50. 









(1) Abrahamsen, E. H., and Baird, H. W., Ill: J.A.M.A. 160:749 (Mar. 3) 1956. 

(2) Amols, W.: J.A.M.A, 160:742 (Mar. 3) 1956. 

(3) Rodriguez-Gomez, M.; Valdes-Rodriguez, A., and Drew, A. L.: J.A.M.A. 160:752 (Mar. 3) 1956, 
(4) Smith, R. T.; Kron, K. M.; Peak, W. P., and Hermann, I. F.; J.A.M.A. 160:745 (Mar. 3) 1956. 


*T.M. TU. S. Patent Pending 
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FLEXIN is sufficiently safe 


“No significant alterations of pulse, blood pressure, or respiration 
were observed [during therapy with FLExin], and there were no 
deleterious effects noted in blood counts, urinalyses, or liver and 
kidney function tests.”” 


“,..no important signs of toxicity were found in blood or urine 
studies...drowsiness and transient dizziness in an occasional 
patient, together with occasional mild gastric irritation, were the 
only undesirable side-effects observed...’* 


FLEXIN is effective 


“When it [FLExiIn] was administered orally in doses of 250 to 500 
mg. three and four times a day, 14 of 18 patients with spasticity 
due to spinal cord lesions showed objective improvement of spas- 
ticity."" 

“Rheumatic diseases with the major disability caused by stiffness 
and aching appear to respond well...’ 


FLEXIN has a long duration of action 


“The administration of an effective dose of zoxazolamine [FLEXIN] 
was usually followed by muscular relaxation within an hour, with 
the peak effect being reached within two hours and waning 
within four hours. Some degree of muscular relaxation was occa- 
sionally seen 24 hours or longer after discontinuance of therapy.”” 


‘jrequirements 


McNEIL LABORATORIES, INC « PHILADELPHIA 32, PA. 
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MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1956 Clinical Meeting, Seattle. Nov. 27-30. 
1957 Annual Meeting, New York, Tune 3-7. 
1957 Clinical Meeting, Philadelphia, Dec. 3-6. 
1958 Annual Meeting, San Francisco, June 23-27. 
1958 Clinical Meeting, Minneapolis, Dec. 2-5. 
1959 Annual Meeting, Atlantic City, June 8-12. 


ACADEMY OF PsycHosoOMATIC MEDICINE, Hotel Plaza, New York, Oct. 4-6. 
Dr. Ethan Allan Brown, 75 Bay State Road, Boston 15, Secretary. 

AMERICAN ACADEMY FOR CEREBRAL Patsy, Congress Hotel, Chicago, 
Nov. 17-19. Dr. Robert A. Knight, 869 Madison Ave., Memphis 3, 
Tenn., Secretary. 

AMERICAN ACADEMY OF NEUROLOGICAL SuRGERY, Camelback Inn, Phoenix, 
Ariz., Nov. 7-11. Dr. Eben Alexander Jr., Bowman Gray School of Medi- 
cine, Winston-Salem, N. C., Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, Palmer 
House, Chicago, Oct. 14-19. Dr. W. L. Benedict, 100 First Avenue 
Bidg., Rochester, Minn., Secretary. 

AMERICAN ACADEMY oF PepiaTRics, Hotel Statler, New York, Oct. 6-11. 
Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIl., Execu- 
tive Secretary. 

AMERICAN ASSOCIATION OF Mepicat Cuinics, Washington, D.C., Oct. 
26-28. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., Executive 
Director. 

AMERICAN ASSOCIATION OF NursiING Homes, Shamrock-Hilton Hotel, 
Houston, Texas, Oct. 22-25. Mr. Ira O. Wallace, P. O, Box 366, New 
Castle, Ky., Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, The Biltmore, 
Santa Barbara, Calif., Oct. 4-6. Dr. James K. Stack, 700 N. Michigan 
Ave., Chicago 11, Secretary. 

AMERICAN BRANCH, INTERNATIONAL SOCIETY OF SURGERY, Fairmont Hotel, 
San Francisco, Oct. 9. Dr. Walter G. Maddock, 250 East Superior St., 
Chicago 11, Secretary. 

AMERICAN CANCER SOCIETY, SCIENTIFIC SESSION, Park Sheraton Hotel, 
New York, Oct. 29-30. Dr. Charles §. Cameron, 521 West 57th St., 
New York 19, Medical Directc:. 

AMERICAN CLINICAL AND CLIMATOLOGICAL ASSOCIATION, Skytop Lodge, 
Skytop, Pa., Nov. 1-3. Dr. Marshall N. Fulton, 124 Waterman St., 
Providence 6, R. 1., Secretary. 

AMERICAN COLLEGE OF GASTROENTEROLOGY, Hotel Roosevelt, New York, 
Oct. 15-17. Mr. Daniel Weiss, 33 West 60th St., New York 23, Executive 
Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS AND GYNECOLOGISTS, Palmer 
House, Chicago, Nov. 7-9. Dr. Paul Hodgkinson, 116 South Michigan 
Bivd., Chicago 3, Secretary. 

AMERICAN COLLEGE OF PREVENTIVE MEDICINE, Atlantic City, N. J., Nov. 
14-15. Dr. John J. Wright, School of Public Health, Univ. of North 
Carolina, Chapel Hill, N. C., Secretary. 

AMERICAN COLLEGE OF SuKGEONS, Fairmont Hotel, San Francisco, Oct. 
8-12. Dr. Michael L. Mason, 40 East Erie St., Chicago, Secretary. 

ANNUAL CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND 
BiroLocy, Governor Clinton Hotel, New York, Nov. 7-9. Mr. E. Dale 
Trout, General Electric Company, X-Ray Dept., Milwaukee 1, Chairman. 

AMERICAN DentTAL Association, Atlantic City, Oct. 1-4. Dr. Harold 
Hillenbrand, 222 East Superwr St., Chicago 11, General Secretary. 

AMERICAN D1ETETIC Associa110N, Hotel Schroeder and Auditorium, Mil- 
waukee, Wis., Oct. 9-12. Mrs. Helen H. Anderson, Stanford University 
Hospitals, San Francisco, Secretary. 

AMERICAN HEART AssOciATION, Music Hall and Netherland-Hilton Hotel, 
Cincinnati, Oct. 26-Nov. 2. Mr. Rome A. Betts, 44 East 23d St., New 
York 10, Executive Director. 

AMERICAN PusLic HEALTH Assoc1ATION, The Ambassador, Atlantic City, 
N.J., Nov. 12-16. Dr, Reginald M. Atwater, 1790 Broadway, New 
York 19, Executive Secretary. 

AMerICAN RuINOLOGIC Society, Illinois Masonic Hospital and Palmer 
House, Oct. 9-13. Mrs. Mabel Campbell, 834 Wellington Ave., Chicago 
14, Corresponding Secretary. 

AMERICAN ScHoot HEALTH AssociaTION, Atlantic City, N. J., Nov. 12-18. 
Dr. A. O. DeWeese, 513 East Maia St., Kent, Ohio, Secretary. 

AMERICAN SOCIETY OF ANESTHESIOLOGISTS, Municipal Auditorium, Kansas 
City, Mo., Oct. 8-12. Mr, John H. Hunt, 188 West Randolph St., 
Chicago 1, Executive Secretary. 

AMERICAN Society or CirnicaL PatHo.ocists, Drake Hotel, Chicago, 
Oct. 7-12. Dr. Clyde G. Culbertson, 1040-1232 West Michigan St., 
Indianapolis, Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEU- 
Tics, Kentucky Hotel, Louisville, Ky., Oct. 22-25. Dr. Harold Hodge, 
University of Rochester, Rochester 20, N. Y., Secretary. 

AMERICAN SOCIETY FOR THE STUDY OF ARTERIOSCLEROSIS, Palmer House, 
Chicago, Nov. 11-12. Dr. O. J. Pollak, P. O. Box 228, Dover, Del., 
Secretary. 

AMERICAN SocreTY OF TROPICAL MEDICINE AND HyGiENE, Jung Hotel, 
New Orleans, Oct. 31-Nov. 3. Dr. John E. Larsh Jr., Dept. of Parasitol- 
ogy, School of Public Health, University of North Carolina, Chapel Hill, 
N. C., Secretary. 
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AMERICAN VETERINARY MEDICAL AssoctaATION, Plaza Hotel, San Antonio, 
Texas, Oct. 15-18. Dr. J. G. Hardenbergh, 600 South Michigan Blvd., 
Chicago 5, Executive Secretary. 

ANNUAL CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND 
Brotocy, Governor Clinton Hotel, New York, Nov. 7-9. Mr. E. Dale 
Trout, General Electric Company X-Ray Dept., Milwaukee 1, Chairman. 

ASSOCIATION OF AMERICAN MEDICAL CoLLeces, The Broadmoor, Colorado 
Springs, Colo., Nov. 12-14. Dr. Dean F. Smiley, 185 N. Wabash Ave., 
Chicago 1, Secretary. 

AssociATION OF LiFE INSURANCE MeEpIcAL Directors or AMERICA, Hotel 
Roosevelt, New Orleans, Oct. 23-25. Dr. Henry B. Kirkland, P.O. Box 
594, Newark 1, N. J., Secretary. 

ASSOCIATION OF MEDICAL ILLUSTRATORS, State University of Iowa, Iowa 
City, Oct. 1-8. Miss Rose M. Reynolds, University of Nebraska College 
of Medicine, Omaha 5, Corresponding Secretary 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Hotel Statler, 
Washington, D.C., Nov. 12-14. Colonel Robert E. Bitner, Room 718, 
1726 Eye St., N.W., Washington 6, D.C., Secretary. 

ASSOCIATION OF STATE AND TERRITORIAL HEALTH Orricers, Hotel Wash- 
ington, Washington, D.C., Nov. 2-10. Dr. Franklin D. Yoder, State 
Board of Health, Cheyenne, Wyo., Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Roosevelt 
Hotel, New Orleans, Oct. 4-6. Dr. Edwin J. DeCosta, Suite 615, 104 
South Michigan Ave., Chicago 3, Secretary. 

CENTRAL Society For CiinicaL ResEancn, Drake Hotel, Chicago, Nov. 
9-10. Dr. Robert H. Ebert, 950 East 59th St., Chicago 37, Secretary. 

CurmicaL OrTHOPAEDIC Society, Cleveland, Oct. 5-6. Dr. Marcus J. 
Stewart, 869 Madison Ave., Memphis, Tenn., Executive Secretary. 

COLLEGE OF AMERICAN PaTHOLOGiIsTs, Drake Hotel, Chicago, Oct. 6-13. 
Dr. A. H. Dearing, Suite 2115, Prudential Plaza, 180 East Randolph 
St., Chicago, Executive Secretary. 

ConcGreEss OF NEUROLOGICAL SURGEONS, Palmer House, Chicago, Nov. 1-3. 
Dr. Philip D. Gordy, 1007 Delaware Ave., Wilmington, Del., Secretary. 

EASTERN PsycuiaTric RESEARCH AssoOcIATION, Waldorf-Astoria Hotel, 
New York, Oct. 27. Dr. Theodore R. Robie, 676 Park Ave., East Orange, 
N. J., Secretary. 

GERONTOLOGICAL Society, Hotel Hamilton, Chicago, Nov. 8-10. Dr. 
Nathan W. Shock, Baltimore City Hospitals, Baltimore 24, Secretary. 

Guitr Coast Ciinicat Society, Admiral Semmes Hotel, Mobile, Ala., 
Oct. 18-19. Dr. Theodore F. Middleton, 1302 Government St., Mobile, 
Ala., Secretary. 

INDIANA STATE MEDICAL ASSOCIATION, Murat Temple, Indianapolis, Oct. 
16-18. Mr. James A. Waggener, 23 East Ohio St., Indianapolis 4, 
Executive Secretary. 

INTERSTATE POSTGRADUATE MEDICAL ASSOCIATION OF NORTH AMERICA, 
Hotel Statler, Cleveland, Oct. 22-26. Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., Executive Director. 

NATIONAL PROCTOLOGIC ASSOCIATION, Maryland Hotel, Chicago, Oct. 18- 
20. Dr. George E. Mueller, 59 East Madison St., Chicago 2, Executive 
Secretary. 

NATIONAL SOCIETY FOR CRIPPLED CHILDREN AND ADULTS, Statler Hotel, 
Washington, D. C., Oct. 28-Nov. 1. Dr. Dean Roberts, 11 South LaSalle 
St., Chicago 3, Executive Director. 

New ENGLAND PosTGRADUATE ASSEMBLY, Hotel Statler, Boston, Oct. 30- 
Nov. 1. Dr, Robert P. McCombs, 22 Fenway, Boston 15, Chairman, Pro- 
gram Committee. 

New HaAmpsHirnE MeEpiIcaL Society, Wentworth-by-the-Sea, Newcastle, 
Oct. 7-9. Dr. Warren H. Butterfield, 18 School St., Concord, Secretary. 
Omana Mip-West Ciinicat Society, Hotel Fontenelle, Omaha, Oct. 29- 
Nov. 1. Mrs. Anne K. Ramsey, 1031 Medical Arts Bldg., Omaha 2, 

Executive Secretary. 

OreGoN STATE Mepicat Society, Portland, Oct. 16-20. Dr. Richard R. 
Carter, 1020 S. W. Taylor St., Portland 5, Secretary. 

Paciric Coast Fertizity Society, El Mirador Hotel, Palm Springs, Calif., 
Nov. 8-11. Dr. Edward T. Tyler, 10911 Wayburn Ave., Los Angeles 24, 
Secretary. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Chalfonte-Haddon 
Hall, Atlantic City, N.J., Oct. 21-26. Dr. Harold B, Gardner, 230 
State St., Harrisburg, Secretary. 


REGIONAL MEETINGS: 


AMERICAN COLLEGE OF PHYSICIANS: 
Montana-Wyoming, Great Falls, Mont., Nov. 16-17. Dr. Harold W. 
Gregg, 103 N. Wyoming St., Governor. 
New Jersey, Newark, Nov. 7. Dr. Edward C. Klein Jr., 6 South King- 
man Rd., South Orange, Governor. 
New Mexico, Albuquerque, Oct. 16. Dr. Robert Friedenberg, 143 
Madison St. N.E., Albuquerque, Governor. 
Midwest, Minneapolis, Oct. 27. Dr. Wesley W. Spink, 412 Delaware 
St., S.E., Minneapolis 14, Governor. 
Southeastern, Nassau, Bahama Islands, Oct. 6-7. Dr. William C. 
Blake, 706 Franklin St., Tampa 2, Fla., Chairman. 
Western New York, Albany, Oct. 19. Dr. John H. Talbott, 100 High 
St., Buffalo 3, Governor. 

SOUTHEASTERN ALLERGY ASSOCIATION, Barringer Hotel, Charlotte, N. C., 
Oct. 5-6. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 1, S. C., 
Secretary. 

SOUTHERN MEDICAL AssociATION, Sheraton-Park Hotel, Washington, D. C., 
Nov. 12-15. Mr. V. O. Foster, 1020 Empire Bldg., Birmingham 3, Ala., 
Executive Secretary. 

Cancer CONFERENCE, Hilton Hotel, Fort Worth, Texas, 
Oct. 26-27. Dr. John J. Andujar, 1404 Pennsylvania, Fort Worth 4, 
Texas, Chairman. 


(Continued on page 29) 
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rapid, pleasant induction + uneventful transfer to inhalant anesthesia, if 
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Another form of the only broad spectrum 
antibiotic preparation with added protection 
against monilial superinfection 


PLEASANT TASTING — Mysteclin Suspension is pleasant- 
ly fruit-flavored and will appeal to taste-conscious 
youngsters as well as to adults who prefer liquid 
medication. 

BROADLY EFFECTIVE — Mysteclin Suspension provides 
well tolerated therapy for the many common infec- 
tions which respond to tetracycline—and also acts to 
prevent monilial overgrowth. 

READY-TO-TAKE — Mysteclin Suspension requires no re- 
constitution and can be given by simple teaspoon 
dosage to patients of all ages. 

MYSTECLIN SUSPENSION: a fruit-flavored oil suspension 
containing the equivalent of 125 mg. Steclin (Squibb 
Tetracycline) Hydrochloride and 125,000 units My- 
costatin (Squibb Nystatin) per 5 cc. teaspoonful. 
Supplied in two-ounce bottles. 


Also available as Capsules (250 mg. Steclin Hydrochloride and 
250,000 units Mycostatin) and Half Strength Capsules (125 mg. 
Steclin Hydrochloride and 125,000 units Mycostatin). 


Ab Squibb Quality —the Priceless Ingredient 


“mystectin’®, ‘steciin’®, AND ‘MYCOSTATIN’® ARE SQUIBB TRADEMARKS 
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SympostuM ON ABDOMINAL ConpiTions, Hotel Charlotte, Charlotte, N. C., 
Nov. 8. Dr. Philip Naumoff, 407 Doctors Bldg., Charlotte 7, N.C., 
Chairman Program Committee. 

TENNESSEE VALLEY MEDICAL ASSEMBLY, Read House, Chattanooga, Oct. 
1-2. Dr. Harry E. Jones, 109 Medical Arts Bidg., Chattanooga 2, Sec- 
retary. 

VERMONT STATE Mepicat Society, Wentworth-by-the-Sea, Newcastle, 


N. H., Oct. 7-9. Dr. Robert L. Richards, 128 Merchants Row, 
Rutland, Secretary. 
Vincinia, MEpicAL Society of, Hotel Roanoke, Roanoke, Oct. 14-17. 


Mr. Robert I. Howard, 105 West Franklin St., Richmond 20, Executive 
Secretary. 

WeEsTERN Carpiac CONFERENCE, Cosmopolitan Hotel, Denver, Nov. 5-10. 
For information address: Mr. A. Seikel, Executive Director, Colorado 
Heart Association, 901 E. 17th Ave., Denver 18. 

WestTerRN Orntuopepic AssociaTIon, Arizona Biltmore Hotel, Phoenix, 
Ariz., Oct. 31-Nov. 3. Dr. John H. Ricker, 926 East McDowell Rd., 
Phoenix, Ariz., Secretary. 


FOREIGN AND INTERNATIONAL 


AustriAN ConGress OF INDUSTRIAL Mepicine, Vienna, Austria, Oct. 1-4, 
1956. Dr. Ch. Frieberger, Austrian Society for Industrial Medicine, 
Kinderspitalgasse 15, Vienna, Austria, Organizing Secretary. 

CANADIAN MEDICAL AssOcIATION, Edmonton, Alberta, Canada, June 
17-21, 1957. Dr. A. D. Kelly, 150 St. George Street, Toronto 5, Ont., 
Canada, General Secretary. 

CANADIAN PHYSIOLOGICAL Society, University of Montreal, Montreal, P.Q., 
Canada, Oct. 18-20, 1956. Dr. J. M. R. Beveridge, Dept. of Biochemistry, 
Queen’s University, Kingston, Ont., Canada, Secretary. 

CHILEAN CONGRESS OF INTERNAL MEDICINE, Santiago, Chile, S. A., Oct. 
1-6, 1956. Prof. Francisco Rojas Villegas, Avda. Bernardo O'Higgins 160, 
Hospital San Feo. de Borja, Santiago, Chile, S. A., Secretario General 
del Congreso. 

ConGrEss OF FRENCH SociETY OF OPHTHALMOLOGY, Paris, France, May 
12-16, 1957. Dr. Marcel Kalt, 81 rue Saint-Lazare, Paris 9e, France, 
Secretary. 

CONGRESS OF INTERNATIONAL ANESTHESIA Reskarcu Society, Phoenix, 
Ariz., U. S. A., April 1-4, 1957. For information address: Dr. A. William 
Friend, Wade Park Manor, Cleveland 6, Ohio, U. S. A. 

CONGRESS OF INTERNATIONAL ASSOCIATION FOR STUDY OF THE BRONCHI, 
Lisbon, Portugal, May 25-26, 1957. For information address: Prof. F. 
Lopo de Carvalho, 138 rua de Junqueira, Lisbon, Portugal. 

ConGREss OF INTERNATIONAL SOCIETY OF AUDIOLOGY, St. Louis, Missouri, 
U. S. A., May 14-16, 1957. For information address: Dr. S. Richard 
Silverman, 818 South Kingshighway, St. Louis 10, Missouri, U. S. A. 

ConGrRESS OF INTERNATIONAL SOCIETY FOR CELL BioLocy, St. Andrews, 
Fife, Scotland, Aug. 28-Sept. 3, 1957. Prof. H. G. Callan, Bell Petti- 
grew Museum, The University, St. Andrews, Fife, Scotland, Secretary 
General. 

CONGRESS OF INTERNATIONAL SOCIETY OF ORTHOPEDIC SURGERY AND 
TRAUMATOLOGY, Barcelona, Spain, Sept. 16-21, 1957. For information 
address: International Society ot Orthopedic Surgery and Traumatology, 
34, rue Montoyer, Brussels, Belgium. 

ConGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Mexico City, Mexico, 
Oct. 27-Nov. 2, 1957. Dr. L. Dejardin, 141, rue Belliard, Brussels, 
Belgium, General Secretary. 

ConGrESS OF INTERNATIONAL UNion AGAINST TUBERCULOsis, New Delhi, 
India, Jan. 7-11, 1957. For intormation address: International Union 
Against Tuberculosis, 15 rue Pomerue, Paris 16e, France. 

IneRO LATIN AMERICAN CONGRESs OF DERMA1OLULY, Mexico, D. F., Mex- 
ico, Oct. 21-27, 1956. Dr. Manuel Malacara, Centro Dennatulogico 
Pascua, Calle Dr. Garciadiego 21, Mexico 7, D. F., Mexico, Secretariv. 

INrER-AMERICAN CoNnGhESs OF CanvIOLOGy, Havana, Cuba, Nov. 11-17, 
1956. For information address: Dr. Kamon Aixaia, Apartado 2108, 
Havana, Cuba. 

INTER-AMERICAN CONGRESS OF PAN AMERICAN MEDICAL ASSOCIATION, 
Mexico City, Mexico, Nov. 18-22, 1957. Dr. Joseph J. Eller, 745 Fifth 
Ave., New York 22, N, Y., U. S. A., Executive Director. 

INTERIM CONGRESS OF PAN AMERICAN ASSOCIATION OF OPHTHALMOLOGY, 
Hotel Statler, New York, N. Y., U. S. A., April 7-10, 1957. Dr. Brittam 
F. Payne, 17 East 72d Street, New York 21, N. Y., U. S. A., President. 

INTERNATIONAL Cancer CyToLocy Concress, Drake Hotel, Chicago, Lili- 
nois, U. S. A., Oct. 8-13, 1956. For information address: Dr. A. H. 
Dearing, College of American Pathologists, Prudential Plaza, Suite 2115, 
Chicago 1, Illinois, U.S. A. 

INTERNATIONAL CONGRESS OF CLINICAL PaTrHOLoGy, Brussels, Belgium, 
July 15-20, 1957. Prof. M. Welsch, Service de Bacteriviogie et de 
Parasitologie, Universite de Liege, 32 Blvd, de la Constiiution, Liege, 
Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF DERMATOLOGY, Stockholm, Sweden, July 31- 
Aug. 6, 1957. Dr. C. H. Floden, Karolinska, Sjukhuset, Hudkliniken, 
Stockholm 60, Sweden, Secretary General. 

INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
NEUROPHYSIOLOGY, Brussels, Belgium, July 21-28, 1957. For information 
address: Dr. R. G. Bickford, Mayo Clinic, Rochester, Minnesota, U. S. A. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, 
Copenhagen, Denmark, Aug. 26-31, 1957. Dr. Aage Videbask, Bleg- 
damsvej 11, Copenhagen, Denmark, Secretary General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHO- 
ESOPHAGOLOGY, Philadelphia, Pennsylvania, U. S. A., May 12-13, 1957. 
Dr. Chevalier L. Jackson, 1901 Walnut St., Philadelphia 3, Pennsyl- 
vania, U. S. A., Secretary. 

INTERNATIONAL CONGRESS ON MEDICAL RECORDS, Shoreham Hotel, Wash- 
ington, D.C., U.S. A., Oct. 1-5, 1956. For information address: Miss 
Doris Gleason, Executive Director, American Association of Medical 
Record Librarians, 510 North Dearborn St., Chicago 10, Illinois, U.S. A. 


(Continued on page 30) 
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| entirely new... Fostex contains Sebulytic,* a new combination of soap- 


less cleansers and wetting agents with remarkable antiseborrheic 
action,! further enhanced by sulfur 2%, salicylic acid, 2%, and 
hexachlorophene 1%. 


| well tolerated and effective... Fostex Cream and Fostex Cake 





are well tolerated and can be used on any part of the body. Over 100 
investigating ape oe report 96.2% “excellent” or “good” 
results in more than patients treated with Fostex Cream and 
Fostex Cake. Patient acceptance has been excellent. 


and so easy to use... Fostex Cream is used as a therapeutic shampoo 
in dandruff...as a therapeutic skin cleanser in the initial phase of 
acne. Fostex Cake is used as a skin cleanser for maintenance therapy 
to keep the skin dry and free of pimples. 


In acne, Fostex Cream and Fostex Cake degrease the skin, unblock 
pores, remove blackheads and help prevent abscess formation. 


Fostex preparations do 
not contain selenium. 


Supply: Fostex Cream 4.5 oz. jar 
Fostex Cake in bar form 


Reference: 1. Robinson, A.M.: J. South Carolina M. A. 52:7, 1956 


*Sodium lauryl sulfoacetate, sodium alkyi ary! polyether sulfonate, 
sodium diocty! sulfosuccinate 


PHARMACEUTICALS 


_  — 


Division of Foster-Milburn Company ¢ Buffalo 13, New York 














30 MEETINGS 


INTERNATIONAL CONGRESS ON MEDICAL AND SCIENTIFIC FiLM, Palace of 
Expositions at the Valentino, Turin, Italy, June 1-9, 1957. For infor- 
mation address: Secretariat, Minerva Medica. Corso Brainmante 83-85, 
Turin, Italy. 

INTERNATIONAL CONGRESS ON MEDICINE AND SuRGERY, Palazzo of Exposi- 
tions at the Valentino, Turin, Italy, June 1-9, 1957. For information 
address: Segreteria Generale, Minerva Medica. Corso Bramante 83-85, 
Turin, Italy. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, 
Beograd and Opatija, Yugoslavia, Sept. 29-Oct. 5, 1957. Colonel Dr. 
Aleksandar Mezic, rue Nemanjina 15, Beograd, Yugoslavia, Secretary 
General. 

INTERNATIONAL CONGRESS OF NEUROLOGICAL SCIENCES, Brussels, Belgium, 
July 21-28, 1957. For information address: Dr. Pearce Bailey, National 
Institute of Health, Bethesda 14, Maryland, U S. A. 


INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, Brussels, Belgium, July 
21-28, 1957. Dr. Ludo Jan Bogaert, 47 rue de l’Harmonic, Antwerp, 
Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF NEUROSURGERY, Brussels, Belgium, Jul 
21-28, 1957. For information address: Dr. William B. Scoville, 85 Jef- 
ferson Street, Hartford, Connecticut, U. S. A. 

INTERNATIONAL CONGRESS OF NUTRITION, Paris, France, July 24-29, 1957. 
For information address: Congress International de Nutrition, 71 Blvd. 
Pereire, Paris 17e, France. 

INTERNATIONAL CONGRESS ON OCCUPATIONAL HEALTH, Helsinki, Finland, 
July 1-6, 1957. Dr. Pentti Sumari, c/o Tyoter Veyslaitos, Haattman- 
inkatu 1, Helsinki-Toolo, Finland, Secretary General. 

INTERNATIONAL CONGRESS OF OTOLARYNGOLOGY, Hotel Statler, Washing- 
ton, D. C., U.S. A., May 5-10, 1957. Dr. Paul H. Holinger, 700 North 
Michigan Ave., Chicago 11, Illinois, U. S. A., General Secretary. 

INTERNATIONAL CONGRESS ON RHEUMATIC DisEAsEs, Toronto, Ont., Can- 
ada, June 23-28, 1957. For information address: International Con 
on eumatic Diseases, P.O. Box 237, Terminal “A,” Toronto, a 
Canada. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, Merano-Bolzano, Italy, July 
14-19, 1957. For information address: Segreteria, Quarto Congresso 
Internazionale de Gerontologia, Viale Morgagni, 85, Firenze, Italy. 


INTERNATIONAL LEAGUE AGAINST EpILepsy, Brussels, Belgium, July 21-28, 
1957. Dr. Radermecker, Institut Bunge, 59 rue Philippe Williot, Berchem, 
Antwerp, Belgium, Secretary General. 

INTERNATIONAL NEUROLOGICAL CoNnGRESS, Brussels, Belgium, July 21-28, 
1957. Dr. Ludo van Bogaert, Institut Bunge, 59 rue Philippe Williot, 
Berchem, Antwerp, Belgium, Secretary General. 

INTERNATIONAL SCIENTIFIC CONGRESS OF INTERNATIONAL COLLEGE OF 
SurnGeons, University City, Mexico, D. F., Mexico, Feb. 24-28, 1957. For 
information address: Secretary, Mexican Congress, International College 
of Surgeons, 1516 Lake Shore Drive, Chicago 10, Ill., U.S. A. 


INTERNATIONAL Society oF GEOGRAPHICAL PATHOLOGY, Paris, France, 
July 9-12, 1957, Dr. Fred C. Roulet, Hebelstr. 24, Basle, Switzerland, 
Secretary General. 

INTERNATIONAL SOCIETY FOR THE WELFARE OF CrippLes, London, Eng- 
land, July 22-27, 1957. For information address: Miss M. Drury, 34 
Eccleston Square, London S.W.1, England. 


INTERNATIONAL SYMPOSIUM ON MEDICAL-SOCIAL ASPECTS OF SENILE 
Nervous Diseases, Venice, Italy, July 20-21, 1957. For information 
address: Secretariate, Viale Morgagni 85, Firenze, Italy. 

INTERNATIONAL VOICE CONFERENCE (LARYNGEAL RESEARCH FUNCTION 
AND THERAPY), Chicago, Illinois, U.S. A., May 20-22, 1957. For in- 
formation address: Dr. Hans von Leden, 80 North Michigan Ave., Chi- 
cago 2, Illinois, U.S. A. 

Latin AMERICAN CHAPTER, INTERNATIONAL SOCIETY OF ANGIOLOGY, 
Havana, Cuba, Nov. 8-11, 1956. Dr. Armando Nufiez Nufiez, 25 No. 510 
Vedado, Havana, Cuba, President. 


NEURORADIOLOGIC SyMposiuM, Brussels, Belgium, July 21-28, 1957. For 
information address: Professor Melot, Hépital Universitaire St. Pierre, 
Brussels, Belgium, Secretary General. 


Pan AMERICAN ConGrEss ON Cancer CyToLocy, Eden Roc Hotel, Miami 
Beach, Fla., U. S. A., April 25-29, 1957. Dr. J. Ernest Ayre, 1155 N.W. 
14th St., Miami, Fla., U. S. A., General Chairman. 

Pan AMERICAN HoMeEopPaATHIC Mepicat Concress, Hotel Del Prado, 
Mexico City, D.F., Mexico, Oct. 14-27, 1956. Dr. Paul S. Schantz, 
103 W. Main St., Ephrata, Pa., U.S. A., Executive Secretary. 

Pan-Paciric Surncicat Concress, Honolulu, T.H., Nov. 14-22, 1957. 
Dr. F. J. Pinkerton, Room 230, Young Bldg., Honolulu, T. H., Director 
General. 


Persian Gutr Mepicat Society, Dhahran, Saudi Arabia, Nov. 14-15, 
1956. For information address: Dr. Robert C. Page, Medical Director, 
Arabian American Oil Company, Dhahran, Saudi Arabia. 

Wit1t1M Harvey TERCENTENARY ConGress, Royal College of Surgeons, 
London, England, June 3-7, 1957. Dr. D. Geraint James, Harveian 
Society of London, 11 Chandos St., Cavendish Square, London, W.L., 
England, Honorary Secretary. 

Wor.ip Concress ror ACUPUNCTURE, Vienna, Austria, May 25-28, 1957. 
For information address: Austrian Association for Acupuncture, XV, 
Schwenderstrasse 57, Vienna, Austria. 


Worip Concress or INTERNATIONAL ABOLITIONIST FEDERATION, Frank- 
fort-am-Main, Germany, Oct. 17-19, 1956. For information address: 
Federation Abolitionniste Internationale, Place des Nations, Genéve, 
Switzerland. 

Wortp Concress or Psycniatry, Zurich, Switzerland, Sept. 1-7, 1957. 
Prof. J. Wyrsch, Stans, Lucerne, S Secretary General. 

Worip Mepicat Association, Havana, Cuba, Oct. 9-15, 1956. Dr. Louis 
H. Bauer, 10 Columbus Circle, New York 19, New York, U.S.A., 
Secretary-General. 
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MAGAZINE—TELEVISION REPORT 








The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JourRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Sunday, Oct. 7 


ABC-TV, 4:30 p. m. EDT. “Medical Horizons,” produced in 
cooperation with the American Medical Association, features a 
“live” report from the Institute of Physical Medicine and Re- 
habilitation, New York University-Bellevue Medical Center, 
New York City. 


Monday, Oct. 8 


NBC-TV, 9 p. m. EDT. “Medic” presents a repeat telecast 
from last season. 


Wednesday, Oct. 10 
NBC-TV, 10 a. m.-noon, EDT. “Home” presents a special re- 
port by Howard Whitman entitled “How Good Is Your Baby 
Nurse.” 


MAGAZINES 


Saturday Evening Post, Sept. 22, 1956 


“I Had a Brain Tumor,” by Cynthia Flannery Stine 
A Philadelphia housewife and newspaper writer had symp- 
toms that led to a diagnosis of brain tumor. The author tells 
of the events that led up to the operation and how it 
affected her. 

Life, Sept. 17, 1956 

“Daring Repair for Stabbings” 
At Harlem Hospital in New York City, doctors treat heart- 
stab victims by opening the chest and sewing the wound 
shut. 


Parade, Sept. 30, 1956 


“Why You Should Have a ‘Lifetime Health Log,” by Dr. 
C. A. Dragstedt 
The author outlines the items he believes should be listed 
in a personal health record book. “A personal health log,” 
he says, “may be the means of saving your life. Certainly 
it will help to prolong it.” 


Reader’s Digest, October, 1956 


“Medicine’s Animal Pioneers,” by Richard and Gladys Hark- 

ness 
“Eight million animals, from newborn in-bred mice to aged 
farm horses . . . will contribute to American medical re- 
search this year.” The authors describe how animais are be- 
ing used for this purpose at the National Institutes of Health, 
Bethesda, Md. (The article is condensed from the October 
issue of Today’s Health.) 


“Doctors Should Tell Patients the Truth,” by I. Phillips Froh- 

man, M.D., as told to Sidney Shalett 
Dr. Frohman says: “Medicine is a scientific profession, not 
a mysterious cult and there is no reason why we cannot 
talk about what we are doing.” He recommends that when 
a patient has an operation or major medical treatment (can- 
cer excepted) “he should be told exactly what has been 
done, and in writing.” 

“Venereal Disease Now a Threat to Youth,” by Robert S. Bird 
“U. S. Public Health Service figures indicate that some 
200,000 teen-agers will contract a venereal disease this 
year.” He blames the rise in the number of teen-age cases 
on “increased sexual promiscuity in this group.” 

“Medicine Man on the Amazon,” by Clarence W. Hall 
A medical missionary and his graduate-nurse wife have 
spent 25 years operating a floating clinic to bring medicine 
to inhabitants of Brazilian jungles. 
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Thomas Sydenham 


Sydenham’s first book was a study of the epidemic fevers 
which raged in London. This work on the fevers was called 
“Medical Observations Concerning the History and Cure of 
Acute Disease, or The Methodus Medendi”, and was published 
in 1666. . . . He intended later to publish a similar book on 
chronic disease, but his health became so bad because of his gout 
that he was unable to carry out his plan; however, he did write 
in some measure on chronic disease in response to requests from 
his friends. These writings were “The Epistles”. The first, pub- 
lished in 1678, was on epidemic fevers up to that year. The 
second, published in 1681, was on venereal disease. Another 
work was the “Epistolary Dissertation”, also in 1681, on small- 
pox, and on the hysterical affections. In 1683 he produced a 
treatise on gout and dropsy. His final work, in 1686, was the 
“Schedula Monitoria, or Warning of a New Fever”, and con- 
tained two other chapters. It was in this book that he described 
the chorea since known by his name. .. . 

Sydenham’s attitude to medicine was: “In this I shall look for 
the solution of my question, to the careful observations of facts 
under the cognisance of our senses, and not to the flimsy fancies 
based upon the uncertain foundation of opinions.” His practice: 
“I then sat by the bedside and observed the effects of the medi- 
cine.” His policy: “It is my nature to think where others read; 
to ask less whether the world agrees with me, than whether I 
agree with the truth, and to hold cheap the honor and applause 
of the multitude.” This was his code of ethics: 

“Whoever takes up medicine should seriously consider the 
following points—firstly, that he must one day render to the 
Supreme Judge an account of the lives of those sick men who 
have been entrusted to his care; secondly, that such skill and 
science, as by the blessing of Almighty God, he has attained, are 
to be specially directed towards the honour of his Maker and the 
welfare of his fellow creatures; since it is a base thing for the 
great gifts of Heaven to become the servants of avarice or ambi- 
tion. Thirdly, he must remember that it is no mean or ignoble 
animal that he deals with. We may ascertain the worth of the 
human race, since for its sake God’s Only Begotten Son became 
man, and thereby ennobled the nature that He took upon Him. 
Lastly, he must remember that he himself hath no exception 
from the common lot, but that he is bound by the same laws of 
mortality, and liable to the same ailments and afflictions with his 
fellows. For these and like reasons let him strive to render aid to 
the distressed with greater care, with the kindlier spirit, and with 
the stronger feeling. 

“Many, however, will in no wise allow themselves to be regu- 
lated by these considerations, as- evidently manifest both from 
their practice and their way of life; some are swollen up with 
pride and puffed out with the vain conceit of their knowledge; 
so that these matters seem small in their eyes. They can only 
come down to them negligently and contemptuously. They care 
nothing for the unfortunates committed to their charge. The 
Supreme Being they either disown or disregard. The others either 
gape and grow greedy for gain, or else are borne away by the 
hopes of some small celebrity; in either case looking to their 
purses or to their fame. 

“In all cases it behoves each and all of these Physicians, who 
have the desire not only to seem but to be prudent and honest, 
to acknowledge and entreat the Divine Goodness, that from this 
they may look for wisdom and good fortune; and they ought not 
to be satisfied with simply giving health to the sick, but they 
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should strive to add greater certainty to the art that they ad- 
minister; and they should so direct their experiments that the 
science of medicine may grow day by day more clear and more 
efficient. In this way the human race may reap the advantages 
thereof generally, and with safety even after they themselves 
have been laid in their graves. In full consciousness of my high 
duty do I lay before the world this my method of treating fevers; 
founded upon my own observations.”"—K. Hirschfeld, M.D., 
Thomas Sydenham: The Father of English Medicine, The Medi- 
cal Journal of Australia, Feb. 18, 1956. 


Paleobiochemistry 


Today we can clearly trace the evolution of life back to the 
beginning of the Cambrian Period some 500 million years ago. 
In the Cambrian Period animals began to make hard inorganic 
substances such as shell and bone. . . . Until recently it was 
thought that the hard parts could tell us little or nothing about 
the chemistry of extinct organisms. . . . Now, however, it has 
been shown that the hard parts of many ancient creatures con- 
tain appreciable amounts of their original organic substance! In 
the Geophysical Laboratory of the Carnegie Institution of Wash- 
ington we have recently discovered organic material in fossils as 
old as 300 million years. Consider, for example, a vertebra of 
Stegosaurus stenops, a dinosaur which lived 150 million years 
ago. Suppose we take a bit of this bony material and dissolve it 
in hydrochloric acid. In the resulting solution we will find small 
amounts of various amino acids—the “building blocks” of living 
protein. The principal amino acids present are alanine, glutamic 
acid and glycine. We will also find lesser amounts of aspartic 
acid, isoleucine, proline and valine. We have found a similar 
assortment of amino acids in fossils from many geological forma- 
tions. We have also examined fossils which turned out to contain 
no amino acids at all. Some of these were collected from forma- 
tions which at some point in their history had been buried at 
great depth and subjected to high temperatures, which would 
cause amino acids to break down. .. . 

We reviewed the protein content of shells and bones from 
living animals. Bone contains considerable protein; in some 
cases protein accounts for half the weight of bone. It is 
less widely known that protein is also found in shells. . . . The 
shells of mollusks—clams, oysters and snails—have a protein con- 
tent of .1 per cent to .5 per cent or more. . . . Although living 


‘shells contain much less protein than living bones do, fossil shells 


and fossil bones yield about the same amount of amino acid. This 
is because the protein of shells often occurs in laminated sheets, 
so that the inner laminations are protected from attack by bac- 
teria. Bones are not so well protected against bacterial attack. 
Under special conditions, however, a substantial fraction of the 
original organic substance in bone may be preserved. Bones 
taken from the famous La Brea tar pit in Los Angeles are more 
than 10 per cent amino acid. What is more, th amino acids are 
still linked in long peptide chains. Here the bones were encased 
in asphalt, and probably not exposed to bacteria, oxygen or 
water. . . . Water penetrates the shell and reacts with the pro- 
tein so that it breaks down into peptide chains and individual 
amino acids. Because these smaller molecules are more soluble in 
water, some of them may drain out of the shell. Of the amino 
acids that remain in the shell, some (such as serine, threonine 
and tyrosine ) are unstable and tend to break down more rapidly 
than the others. After a few million years they will vanish alto- 
gether. This explains why various older fossils contain the same 
unusual assortment of amino acids. Originally they all contained . 
proteins composed of the same amino acids we find in proteins 
today, but only the stable amino acids have survived.—P. H. 
Abelson, Paleobiochemistry, Scientific American, July, 1956. 





DOCTOR: 
DOXINATE DOES NOT CAUSE 
A BOWEL MOVEMENT, 


IT PERMITS ONE. 


IT’S A FECAL SOFTENER 


Doxinate is a wholly new type of therapeutic agent. 


Doxinate acts purely by physical means, solely on the intestinal 
contents. 





Doxinate’s effect is to permeate and homogenize hard fecal masses 
and thereby to restore soft, normal stools. 


Doxinate does not cause bowel movements — instead, it aids in 
overcoming the primary cause of functional constipation (dryness) 
and permits normal elimination. 





Doxinate is efficient and easy to take. 


One small capsule once daily is frequently sufficient to soften 
the fecal material. 


Doxinate is well tolerated because it is chemically inert. 
Doxinate can be used prophylactically or therapeutically. 


You will find Doxinate especially valuable in your pediatric, 
geriatric, surgical and obstetrical practice. 


Doxinate is not oily and does not leak or interfere with 
vitamin assimilation or other digestive processes. 


Doxinate does not irritate the bowel or cause “griping” or 
flatulence. 


Doxinate is not a bulk producer. You can prescribe Doxinate 
without fear of its causing “bloat,” “fullness” or impaction. 


DOXINATE™ 


(Diocty! Sodium Sulfosuccinate, Lioyd) 


DOSAGE: 
Adults: 2 or 3 capsules daily. 
Infants: 1 or 2 cu. once daily in milk, formula or fruit juice. 


SUPPLIED: 
Doxinate capsules: each green transparent capsule contains 60 mg. 


dioctyl sodium sulfosuccinate—bottles of 30 and 100. 
+Doxinate Solution 5%: each 1 cc. contains 50 mg. dioctyl sodium ~*~ 
sulfosuccinate; 60 cc. bottle with dropper calibrated at 1 cc. . 





CONSTIPATION—DRY FECES 





PENETRATION BY DOXINATE 





RESULTANT SOFT, FORMED FECES 


LLOYD 
BROTHERS, INC. 


Cincinnati 3, Ohio 


**In the Interest of Medicine since 1870"* 


*Patent Pending 





tNew standard dosage form. 
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SOCIETY PRESIDENT EXECUTIVE OFFICER ANNUAL MEETING 
Alabama, Med. Assn. of the State of|Grady O. Segrest, Mobile........... D. L. Caanon, P.O. Box 1788, Montgomery 4.......... Mobile, April 18-20 
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California Medical Association....... Donald 4. Charnock, Los Angeles..|Mr John Hunton, 450 Sutter St., San Francisco 8..... Los Angeles, Apr. 28-May 1 
Colorado State Medical Society..... George R. Buck, Denver............ Mr. H. T. Sethman, 835 Republic Bldg., Denver 2..... 
Connecticut State Medical Society...|Ralph I’. Ogden, Hartford.......... Creighton Barker, 160 St. Ronan St., New Haven..... 
Delaware, Medical Society of......... G. M. Van Valkenburg, Georgetown|N. L. Cannon, 621 Delaware Ave., Wilmington........ 
District of Columbia, Med. Soe. of...|Ralph M. Caulk, Washington....... Mr. T. Wiprud, 1718 M St., N.W., Washington 6...... 
Florida Medical Association.......... Francis H. Langley, St. Petersburg|Samuel M. Day, P.O. Box 1018, Jacksonville 1........ Hollywood, May 5-8 
‘Georgia, Medical Association of..... Hal M. Davison, Atlanta........... Mr. M. D. Krueger, 875 W. Peachtree St., N.E., Atlanta|/Savannah, Apr. 28-May 1 
Hawaii Medical Association.......... A. Webster Boyden, Lihue......... Saturo Nishijima, 510 8S. Beretania St., Honolulu..... Lihue. Kauai, May 5-8 
Idaho State Medical Association..... Charles A. Terhune, Burley........ Mr. Armand L. Bird, 364 Sonna Bidg., Boise.......... Sun Valley, June 16-19 
Illinois State Medica! Society........ F. Lee Stone, Chicago.............. Harold M. Vamp, 224 8. Main St., Monmouth......... Chicago, May 21-24 


Indiana State Medical Association... 
lowa State Medical Society.......... 
Isthmian Canal Zone, Med. Assn. of. 
Kansas Medical Society............... 
Kentucky State Medical Association. 
Louisiana State Medical Society..... 
Maine Medical Association............ 
Maryland, Med. and Chir. Faculty of 
Massachusetts Medical Society....... 
Michigan State Medical Society...... 
Minnesota State Medical Association 
Mississippi State Medical Association 
Missouri State Medical Association.. 
Montana Medical Association........ 
Nebraska State Medical Association. . 
Nevada State Medical Association.. 
New Hampshire Medical Society...... 
New Jersey, Medical Society of....... 
New Mexico Medical Society.......... 
New York, Med. Soc. of the State of 
N. Carolina, Med. Soe. of the State of 
North Dakota State Medical Assn... 

Ohio State Medical Association...... 
Oklahoma State Medical Association.|H 


Oregon State Medical Society........ 
Pennsylvania, Med. Soc. of State of. 
Puerto Rico Medical Association..... 
Rhode Island Medical Society......... 
South Carolina Medical Association. 
South Dakota State Medical Assn... 
Tennessee State Medical Association.|R 
Texas Medical Association........... 
Utah State Medical Association...... 
Vermont State Medical Society....... 
Virginia, Medical Society of.......... 
Washington State Medical Assn..... 
West Virginia State Medical Assn... 
Wisconsin, State Medical Society of.. 
Wyoming State Medical Society...... 


Walter U. Kennedy, New Castle.... 
Wendell L. Downing, Le Mars 
A. Vineente-Mastellari, Ancon...... 
Clyde W. Miller, Wichita............ 
J. Gant Gaither, Hopkinsville...... 
Paul D. Abramson, Shreveport..... 
Armard Albert, Van Buren........ 
William H. F. Warthen, Towson... 


R. H. Wilson, Winona.............. 
H. C. Ricks, Jackson........ceeee- 
Carl F. Vohs, St. Louis............. 
George W. Setzer, Malta............ 
J. M. Woodward, Lincoln........... 


.|Edwin Cantlon, Reno............... 


Louis C. Theobald, Exeter......... 
Lewis C. Fritts, Somerville......... 
Stewart W. Adler, Albuquerque.... 
James Greenough, Oneonta......... 
— B. Koonce, Wilmington.... 
R. H. Waldschmidt, Bismarck...... 
Richard L. Meiling, Columbus...... 

M. McClure, Chickasha.......... 


E. G. Chuinard, Portland........... 
Robert L. Schaeffer, Allentown.... 
Jaime F. Pou, Hato Rey........... 
Charles L. Farrell, Pawtucket...... 
William H. Prioleau, Charleston... 


; ‘ rs cncscccesccesees 
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Milford O. Rouse, eee 
i Gee SONNE, RMON ice cevecesccess 
W. Douglas Lindsay, Montpelier... 
James P. King, Radford 
{. C. Munger, Vancouver........... 
Athey R. Lutz, Parkersburg....... 
I.. O. Simenstad, Osceola........... 





Joseph S. Hellewell, Evanston..... 


Mr. James A. Waggener, 23 E. Ohio St., [Indianapolis 4 
R. F. Birge, 529 36th St., Des Moines 12................ 
E. R. Osterperg, Box “O,”’ Gorgas Hospital, Ancon... 
Mr. Oliver E. Ebel, 315 W. Fourth St., Topeka........ 
Mr. J. P. Sanford, 620 8. Third St., Louisville 2........ 
C. Grenes Cole, 1430 ‘Tulane Ave., New Orleans 12...... 
D. F. Hanley, Coe Infirm., Bowdoin Coll., Brunswick 
Everett 8. Diggs, 1211 Cathedral St., Baltimore....... 
Robert W. Buck, 22 The Fenway, Boston 15........... 
L. F. Foster, 606 Townsend St., Box 539, Lansing 15 
Mr. R. R. Rosell, 496 Lowry Med. Arts Bldg., St. Paul 2 
Mr. R. B. Kennedy, P.O. Box 4322, Jackson............ 
E. Royse Bohrer, 634 N. Grand Blvd., St. Louis 3...... 
Mr. L. R. Hegland, P.O. Box 1692, Billings............ 
R. B. Adams, 1315 Sharp Bidg., Lincoln 8.............. 
Mr. Nelson B. Neff, P.O. Box 188, inetd stuibvedeae’ 
W. H. Butterfield, 18 School St., Concord............. 
Mr. Richard i. Nevin, 315 W. State St., Trenton 8..... 


Indianapolis, Oct. 16-18 
Des Moines, Apr. 28-May 1 


Wichita, May 5-9 

New Orleans, May 5-8 
Rockland, June 23-25 
Baltimore, May 1-3 
Boston, May 21-23 

St. Paul, May 13-15 

Kansas City, Mar. 31-Apr. 3 
Omaha, May 13-16 


Newcastle,N. H., Oct. 7-9 


Mr. R. R. Marshall, 221 W. Central Ave., Sonewm. |Santa Fe, May 15-17 


W. P. Anderton, 3386 Fourth Ave., New ‘York 1 been ess 
Mr. James T. Barnes, 203 Capitol ‘Club Bidg., Raicieh: 
Mr. Lyle Limond, Box 1198, Bismarek.................- 
Mr. C. 8S. Nelson, 79 East State St., Columbus 15...... 
Mr. R. H. Graham, P.O. Box 9696, Shartel Station, 
RE RE EE FT 5. SS 
R. R. Carter, 1115 8.W. Taylor St., Portland 5......... 
H. B. Gardner, 230 State St., Harrisburg.............. 
Mr. J. A. Sanchez, Box 9111, Santurce................-- 
Thomas Perry Jr., 106 Francis St., Providence 3....... 
Mr. M. L. Meadors, 120 W. Cheves St., Florence....... 
Mr. J. C. Foster, Ist Nat’! Bank Bldg., Sioux Falls.. 
Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5.... 
Mr. ©. L_ Williston, 1891 N. Lamar Blvd., Austin..... 
Mr. H. Bowman, 428. Fifth East St., Salt Lake City 2 
Robert [. Richards, 128 Merchants Row, Rutland..... 
Mr. R. Il. Howard, 1105 W. Franklin St., Richmond 20. 
Frederick A. ‘Tucker, 1309 Seventh Ave., Seattle 1...... 
Mr. Charles Lively, Box 1031, Charleston 24........... 
Mr. C. H. Crownhart, P.O. Box 1109, Madison 1...... 





Mr. Arthur Abbey, Box 2086, Cheyenne................. 


.|Sioux Falls, M 





New York, May 13-15 
Asheville, ‘May 5-8 
Fargo, May 25-28 


‘Tulsa, May 5-8 

Portland, Oct. 16- 

Atlantic City, N. J., *Oet. 21-26 
San Juan, Dec. 4-9 

Prov idence, May 1-2 

Myrtle Beach, May 14-16 

ay 18-21 
Nashville, Apr. 7-10 

Dallas, Apr. 28-May 1 
Newcastle, 7 © nae 7-9 
Roanoke, "ek. 


Milwaukee, May 7-9 





1 tablet 





all night 








Now 


Simplified dosage* 


to prevent 


Angina Pectoris 





Metamine 





Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 
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THE MILTOWN MOLECULE 


§A tranquilizer well suited for prolonged therapy 





NO ORGANIC 
CONTRAINDICATIONS 


reported to date 


@ well tolerated, non-addictive, essentially non-toxic 

@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
@ chemically unrelated to chlorpromazine or reserpine 

@ does not produce significant depression 


® orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Miltown 


THE ORIGINAL MEPROBAMATE 
DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. «y) 


2-methyl-2-n-propyl-1,3-propanedio!l dicarbamate—-U. S. Patent 2,724,720 


SUPPLIED: 400 mg. scored tablets. Usual dose: | or 2 tablets tid 


Literature and Samples Available on Request 





Reports of Clinical Studies 





‘“T have used meprobamate in my general psychiatric practice since 
7 | April, 1955, and believe it to be [a] drug of choice for relief of tension, 
a 


anxiety and insomnia.” 
Lemere, F.: Northwest Med. 54: 1098, 1955. 


‘“*. .. the patient [taking Miltown] never describes himself as feeling de- 
6 tached or ‘insulated’ by the drug. He remains... . in control of his 
a @ faculties, both mental and physical, and his responsiveness to other 


persons is characteristically improved.”’ 
Sokoloff, O. J.: A.M.A. Arch. Dermat. In press. 





“‘Of special importance is the fact that Miltown does not appear to affect 
autonomic balance—which in alcoholics is often unstable. . .” 


te Thimann, J. and Gauthier, J. W.: Quart. J. Stud. Alcohol. 17: 19, 1956. 





‘The [relative] absence of toxicity, both subjectively and objectively, is an 
y/ important feature in favor of Miltown. In addition, there were no with- 
-@ drawal phenomena noted on cessation of therapy, whether it was with- 


drawn rapidly or slowly.” 
Borrus, J. C.: J.A.M.A. 157: 1596, 1955. 


‘“‘Miltown is of most value in the so-called anxiety neurosis syndrome, 

_ especially when the primary symptom is tension. . . Miltown is an effective 
7) dormifacient and appears to have... advantages over the conventional 
Ce sedatives except in psychotic patients. It relaxes the patient for natural 


sleep rather than forcing sleep.”’ 
Selling, L. S.: J.A.M.A. 157: 1594, 1955. 


Miltown 


THE ORIGINAL MEPROBAMATE 
DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. ry) 
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increases serum 


iron levels rapidly... 


raises hemoglobin levels 


in a matter of days... 


Now available through leading pharmacies, FERRONORD is supplied 


in bottles of 100 tablets. Each tablet provides 40 mg. of ferrous iron. 


*Trademark — Pat. Pending. talpha-aminoacetic-ferrous sulfate complex exsiceated 


4} NORDMARK PHARMACEUTICAL LABORATORIES, INC.,IRVINGTON, N. J. 


Suppliers of fine chemicals to the pharmaceutical industry for more than a quarter of a century. 
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TODAY'S HOME © 
CAN BE 


Sesh ae 
@ (HA1LOW 


With S&S 


REX Al 


D4 
* 
Le 





WATER BATH 





DROWNS DIRT AND DUST! 





This new Rexair is the only cleaner that drowns dirt and 
dust in a water bath. Because of its exclusive water 
principle, and patented whirling separator, it is different 
from all vacuum cleaners in design, function and results. 
You can see the dirt collected in Rexair’s clear plastic 
basin, which is drawn from rugs, furniture, drapes, and 
even the air itself. With its water principle, the Rexair 
maintains constant suction, and exhausts clean air into 
the room. Write for descriptive literature. 







THE ONLY CLEANER THAT ELIMINATES ALL... 
cloth 


“TD 


throw-away 
bags... 





filters... 








REXAIR DIVISION 


Ward Industries Corporation 
DEPT. SP-18 © P.O. BOX 287 © DETROIT 31, MICH. 
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“I was here Monday, all day Tuesday, 
all day Wednesday, Thursday, too, and 
now all of a sudden you seem to be 
losing interest in me!” 
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“More of her extravagance again!” 











For 
Control 
of 
Acute 
Agitation 





@ In the acute alcoholic 
@ In the acute psychotic 
@ In the drug addict 


A potent new agent in chemopsychotherapeutics, SPARINE 
has demonstrated a marked ability to calm and relax 
acutely agitated patients.!? Without inducing disabling 
lethargy or dulling perception, SPARINE “... is effective 
in... maintaining these subjects in a quiescent detached 
state... .""! 

Given intravenously, SPARINE rapidly brings patients 
under control. Given orally or intramuscularly, it pro- 
motes patient accessibility, fosters psychotherapeutic con- 
tact, and facilitates over-all management. Parenteral 
administration of SPARINE is not painful and does not 
cause tissue necrosis at the site of injection. 


For intravenous, intramuscular, or oral administration 
1. Fazekas, J.F., et al.: JA.M.A. 161:46 (May 5) 1956. 2. Mitchell, E.H.s 
J.A.M.A. 161:44 (May 5) 1956. 


NEW Potent Ataractic Drug 


parine 


Hydrochloride 


Promazine Hydrochloride 
10-(y-dimethylamino-n-propy!)-phenothiazine hydrochloride 


*Trademark 











Wyeth 





Philadelphia 1, Pa, 








a widely 
proved Dorbane, 
Dioctyl Sodium 
unique, new 


)ORBANTYL 


an evacuant that 


both softens the stool 
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and stimulates peristalsis 


unique, new DORBANTYL combines—in proportions proved optimal by clinical 
tria]!— 


Dioctyl Sodium Sulfosuccinate (50 mg.) —the pharmacologically inert wetting agent 
that softens and swells hard fecal masses to help form a normal, easily-passed stool,!2.3 and 


DORBANE (25 mg.)—the crystalline-pure peristaltic stimulant that gently and selec- 
tively prods the lower bowel into producing a natural, easy movement.‘ 


unique, new DORBANTYL has been clinically described as a “preparation of 
choice” in anorectal and colonic surgery, as well as in functional constipation and 
cathartic habituation.! 


unique, new DORBANTYL is well tolerated. “There was no clinical evidence of 
sensitivity or toxicity attending the use of this preparation. There was no evidence of 
accumulative action. Withdrawal or dosage reduction was easily accomplished as 
improvement in bowel tone was achieved.” ( 











prescribed laxative, 
has been combined with 


Sulfosuccinate to make... 


“...a superior evacuant which retains the advantages of both 
component drugs without the disadvantages of either used 
alone.””! 


indications:DORBANTYL is indicated in acute and chronic constipation, whether organic 
or functional. It is especially valuable in 


- patients undergoing anorectal or colonic surgery, gynecologic procedures 


- pregnant and postpartum patients - children - elderly patients - patients with constipation 
associated with prolonged illness, special diets, drugs, etc. 


dosage :Adults, 2 capsules at bedtime; repeat if needed to cause bowel movement. If neces- 
sary, dosage may be increased or decreased to meet individual requirements. Children, 3 to 12 
years, 1 or 2 capsules taken as above. 


supplied: Bottles of 30 capsules and 250 capsules. 


references:1) Marks, M. M.: In press. (2) Antos, R. J.: Southwestern Med. 37:236, 1956. (3) Wilson, 
J. L., and Dickinson, D. G.: J.A.M.A. 158:261 (May 28) 1955. (4) Marks, M. M.: Am. J. Digest. Dis. 20:240, 
1953. 





in occasional constipation or for more rapid response 


prescribe ® 


DORBANE scored tablets (75 mg.): Adults, 1 or 2 before 
retiring; children in proportion. 
DORBANE suspension (37.5 mg. per 5-cc. tsp.): Orange- 


flavored liquid, delicious as is, completely disguised in 
orange juice. 1 to 3 tsp. before retiring; children, % to 1 
selective, persuasive, tsp. or less, as required. 

crystalline-pure 


peristaltic stimulant 











DorBANE is the registered trademark of Schenley Laboratories, Inc., for its brand of 1,8-Dihydroxy- 
anthraquinone. 


*DORBANTYL is the trademark of Schenley Laboratories, Inc., for its brand of Danthron with Dioctyl 
Sodium Sulfosuccinate. 





(Schenlabs/ SCHENLEY LABORATORIES, INC - NEW YORK 1, NEW YORK 








IN CONSTIPATION 


DIOVAC 


(BRAND OF DIOCTYL SODIUM SULFOSUCCINATE) 














The Importance of 


Rescinnamine in 


Rauwiloid 


The Original Alseroxyion Fraction of India-Grown Rauwolfia Serpentina, Benth. 





The isolation of rescinnamine,' another potent alkaloid in Rauwolfia 
serpentina, has substantiated two important points: 


A—It discredits the erroneous opinion that reserpine is the sole 
active principle of Rauwolfia;? 


B—It helps to define the advantages of Rauwiloid, the alseroxylon 
fraction of Rauwolfia serpentina, which presents desirable 
alkaloids* of the Rauwolfia plant (among them reserpine and 
rescinnamine) but is freed from undesirable alkaloids and the 
dross of the crude root. 


Pharmacologic and clinical evaluation has shown rescinnamine to 
be similar to reserpine in antihypertensive activity, but to be con- 
siderably less sedative and much less apt to lead to lethargy and 
mental depression. ** 


The interaction of reserpine, rescinnamine, 
and other contained alkaloids may well ac- 
count for the balanced and desirable clinical 


behavior of Rauwiloid. 
wp. 204 Kole thi. se 
fs, : The dosage of Rauwiloid is simple 
Z . 3. and definite: Merely two 2 mg. 


tablets at bedtime. For mainte- 
nance, one tablet usually suffices. 



























ACHROMYCIN 


Hydrochloride 
Tetracycline HCI Lederle 


in the treatment of 
} rit ii > : t , j 
DeNItOUrII ary 


UROLOGISTS report the decided advantages of 
oral efficacy, minimal side effects, and 
wide range antibacterial activity offered by 
ACHROMYCIN in the treatment of urinary tract 
infections. 


Finland’s' group of patients with acute infec- 
tions of the urinary tract (principally E. coli) 
demonstrated excellent response, both clini- 
cal and bacteriological, following administra- 
tion of tetracycline. 


Prigot and Marmell? reported 49 out of 50 
patients with gonorrhea showed a negative 
smear and culture on the first post-treatment 
visit. Purulent discharge disappeared in these 
patients within 24 hours after a usual 1.5 Gm. 
dose of tetracycline. 


Trafton and Lind?’ found tetracycline 
(ACHROMYCIN) an effective antibiotic for 
treating many urinary tract infections caused 
by both Gram-negative and Gram-positive 
organisms. 


English, et al.* noted that a daily dose of 1 to 
1.5 Gm. of tetracycline resulted in urinary 
levels as high as 1 mg. per milliliter. 


To suit the needs of your practice and to fur- 
ther the patient’s comfort ACHROMYCIN is 
offered in a complete line of 21 dosage forms. 


filled sealed capsules 


LEDERLE LABORATORIES DIVISION 


AMERICAN CYANAMID COMPANY E> 
— =— 


PEARL RIVER, NEW YORK cae 


Frec. U.S. PAT. OFF. 


References: 

1. Finland, M., et al.: J.A.M.A. 154:561 (Feb. 13) 1954. 

2. Prigot, A. and Marmell, M. Antibiotics and Chemotherapy 4:1117 
(Oct.) 1954. 

3. Trafton, H. and Lind, H.: idem 4:697 (June) 1954. 

4. English, A., et al.: idem 4:441 (April) 1954. 











Anew MEAD specialty for all ages 














Colace/ softens stools 








without 


 vereitale 
bulk 








usual oral dosage 


Colace Capsules... 
for adults and older children 


Mild constipation or prevention: 
50 or 100 mg. (one or two 50 mg. capsules) 
daily 


Moderate or severe constipation: 
Initially— 100 mg. (two 50 mg. capsules) 
b.i.d. for 3 days 


For Maintenance—50 or 100 mg. (one or 
two 50 mg. capsules) daily 


Colace Liquid... 
for infants and children under 6 


Initially: 1 to 2 cc. twice daily for 3 days 
For Maintenance: 0.5 to 1 cc. twice daily 
in enemas 


Retention Enema: 
5 ec. Liquid in up to 90 cc. of enema fluid. 


Flushing Enema: 
1 cc. Liquid for each 100 cc. of enema fluid. 


Coxace Capsules (50 mg.) and 
Coxace Liquid 
(1% Solution—10 mg. per cc.) 


Supplied 
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MEAL 


CColace 


DIOCTYL SODIUM SULFOSUCCINATE., MEAD* 





softens stools for easy passage 


Continued clinical studiesf with Colace confirm 
its wide usefulness and safety in chronic constipation 
and in other bowel problems of everyday practice. 


tAntos, R. J.: A New Approach to the 
Treatment of Severe Constipation, South- 
western Medicine 37: 236-237 (April) 1956. 


Colace 


by reducing surface tension, increases the wetting 
and penetrating efficiency of fluids in the colon, 
keeping stools soft. 


Coolace 


is indicated in the treatment or prevention of chronic 
constipation or fecal impaction, or whenever stool 
softness is required. 


*PATENTS FENDING 


Pa EAD) SYMBOL OF SERVICE IN MEDICINE 





MEAD JOHNSON & COMPANY + EVANSVILLE 21, INDIANA, U.S.A, 














FLEXIBLE ARTHRITIS THERAPY 


with BUFFERIN 


Exploit fully the use of salicylates in arthritis—give 
steroids in minimal doses—combine salicylates with 
corticosteroids for additive antiarthritic effect—this is 
the program Spies’ advocates in a recent article in the 
Journal of the American Medical Association. 

Treatment of rheumatoid arthritis demands a “highly 
individualized program,” Spies’ writes. The additive 
action of salicylates permits use of smaller amounts 
of hormones, thus lessening or eliminating their well- 
known side effects. “A proper mixture of salicylates 
and corticosteroids produces an effective antirheumatic 
agent in many cases.”” 

Suit your treatment to your individual arthritic 
patient. Use the hormone you prefer, in the dosage 


you think best, but for better results combine it with 
BuFFERIN, a salicylate preparation proved to be well 
tolerated by arthritics.’ 

BUFFERIN contains no sodium, a marked advan- 
tage when cardiorenal complications make a salt- 
restricted diet necessary. 

Each BuFFERIN tablet contains 5 grains of acetyl- 
salicylic acid and the antac- 
ids magnesium carbonate 
and aluminum glycinate. 


REFERENCES: 


1. J.A.M.A. 159:645 (Oct. 15) 1955. 
2. J.A.M.A. 158: 386 (June 4) 1955. 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N. Y. 

















WAL 
A condensation of 


latest research findings 


on clinical aspects of 


Vitamin C 





This just-completed, fact-packed, illustrated handbook 
summarizes ten years of research discoveries 

relating to vitamin C nutrition. More than 150 research reports 
are telescoped into 32 pages to make this an authoritative, 
succinct source for your reference library. 


Up-to-date information is included on incidence of 

vitamin C deficiencies in various age groups . . . functions 

of vitamin C . . . Recommended Daily Allowances. . . 
nutritional values of fresh, canned, and frozen citrus . . . use 
of the “citrus snack” to step up vitamin C intake whenever 


indicated in therapeutic regimens. 


Florida Citrus Commission, Lakeland, Florida 





For your free copy of 
“Citrus Fruits in Health and Disease” 
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RE-INFECTION 
FROM 


HIM 


IN 
VAGINAL 


TRICHOMONIASIS 


vaginal trichomoniasis 
“ ..approximately 39 to 47 


are re-infections from the 
sexual partner.””! 


Symptom-free 
Most infected husbands of 
infected wives are asympto- 
matic. They are “...none the less a 
potential source of re-infection in wives 
successfully treated.”* 





Protect the wife. Karnaky recommends 
in recurrent cases of vaginal trichomoni- 
asis that the husband wear a prophylactic 
at coitus for as long as four to nine 
months. By the end of this time the tricho- 
monads he harbors will usually die out.* 


Prescribe high quality propbylactics. In 
prescribing protection, take advantage of 
Schmid product improvements to win 
cooperation of the husband. According 














MISS PHOEBE 





“This contest isn’t fair! She used an E & J Chair!” 


NO.9 IN A SERIES 
SUGGESTED BY PETER KEYS, INDEPENDENCE, MO 








Carriers. - 
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to the preferences and problems of your 
patient, prescribe Schmid prophylactics 
by name. 


XXXX (rourEx)® skins are made from 
the cecum of the lamb and are pre- 
moistened. They feel like the patient’s 
own skin and do not dull sensory effect. 
RAMSES® natural gum rubber prophy- 
lactics are different — transparent, tissue- 
thin, yet strong. 


Your prescription of Schmid prophylac- 
tics avoids embarrassment, assures fine 
quality. The protection afforded is the 
very foundation of re-infection control. 


XXXX (rourex) and RAMSES are registered trade-marks of 
Julius Schmid, Inc. 


References: 1. Karnaky, K. J.: Urol. & Cutan. Rev. 
48:812 (Nov.) 1938. 2. Lanceley, F., and McEntegart, 
M. G.: Lancet 1:668 (Apr. 14) 1953. 3. Karnaky, 
K. J.: J.A.M.A. 155:876 (June 26) 1954. 


JULIUS SCHMID, inc. 
prophylactics division 


423 West 55th Street, New York 19, N. Y. 


That “head-in-the-clouds” feeling comes 
naturally to users of E & J chairs. 

The gleaming beauty and smooth, easy 
operation of E & J chairs encourage 
patients to regain their independence. 
Folded with finger-tip ease to a compact 
10” width, these lightweight chairs are 
easy to take places in the car, too. 


THE “‘TINY TOT’’, ONE OF 
SEVERAL E& J CHAIRS 
DESIGNED FOR CHILDREN 


There’s a helpful E & J Dealer near you 


EVEREST & JENNINGS, INC. 105 anceves 2s 





py as good as it tastes! 


TETRABON 


BRAND OF TETRACYCLINE HOMOGENIZED MIXTURE 


125 mg. tetracycline per 5 cc. 
teaspoonful. Bottles of 2 fl. oz. 
and 1 pint, packaged ready to 
use (no reconstitution required). 
READILY ACCEPTED delightfully 
different fruit flavor... 
RAPIDLY ABSORBED fine particle 
dispersion —therapeutic blood 
levels within one hour ... 
QUICKLY EFFECTIVE well-tolerated 
tetracycline for prompt control 
of a wide range of infections. 


*Trademark 
PFIZER LABORATORIES 

» Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, N.Y. 
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dependable oral penicillin 


V-CILLIN 


(PENICILLIN V, LILLY) 


(PHENOXYMETHYL PENICILLIN) 


*V-Cillin’ was developea py the Lilly Research Lab- 
oratories to fulfill the need for an acid-resistant 
penicillin—for a dependable and effective oral 
penicillin. 

Gastric acidity does not significantly affect the 
potency of ‘V-Cillin’ (‘V-Cillin’ is an acid). In con- 
trast, 50 percent of the potency of potassium peni- 
cillin G may be destroyed by gastric acids, in ten 
to thirty minutes. Thus, ‘V-Cillin’ largely elimi- 
nates a major variable in oral penicillin therapy, 
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LILLY AND COMPANY - 


INDIANAPOLIS 6, 


ANNIVERSARY 1876 - 


produces 50 to 100 percent higher blood levels, and 
makes the oral use of penicillin more feasible. 

In the duodenum, absorption of ‘V-Cillin’ begins 
immediately. 
125 or 250 mg. t.i.d. May be administered without 
regard to mealtimes. 


SUPPLIED: Pulvules—125 and 250 mg. Pediatric suspension 
—125 mg. per 5-cc. teaspoonful. 


DOSAGE: 
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THE NEED FOR COMPLETE COOPERATION BETWEEN 
SURGEON AND ANESTHESIOLOGIST 


Warren H. Cole, M.D. 


Max Sadove, M.D., Chicago 


We wish to call attention to the need for the maxi- 
mum cooperation between the anesthesiologist and 
surgeon in the operative care of a patient. This close 
relationship is necessary if the patient is to receive the 
maximum benefit of medical knowledge, and we must 
realize that the welfare of the patient is paramount. 
By tradition, medicine is a service profession, devoted 
to treatment of the patient and his disease. We have 
made so much progress in our profession during the 
past several decades that it is not possible for one man 
to possess more than a small fraction of that knowl- 
edge. This fact alone is sufficient to justify the demand 
for efficient teamwork between the anesthesiologist 
and surgeon. 

The rapid progress made by medicine during the 
past few decades has made it essential that the physi- 
cian be well informed if he is going to give the benefit 
of this knowledge to the patient. This obligation natu- 
rally applies to the anesthesiologist and surgeon, both 
of whom have done their share in the achievement of 
this progress. The improvement in our knowledge of 
the need for blood, fluids, and electrolytes before, dur- 
ing, and after major operations has allowed the surgeon 
to increase the extent of the operation very much in- 
deed. However, safety in this increase in extent of the 
operation has been made possible only by advances in 
anesthesiology; in fact, in certain fields such as thoracic 
surgery, the advance in anesthesiology had to precede 
the progress of surgery. 

This need for greater knowledge is very diversified 
and by no means limited to one or two phases of medi- 
cine. The anesthesiologist and surgeon alike must have 
extended knowledge in such fields as physiology, phar- 
macology, biochemistry, pathology, and internal medi- 
cine if they are to utilize the progress made during the 
past few decades. In other words, a physician has 
shirked his duty if he does not keep up with major ad- 
vances in fields of medicine other than his own. We 
must admit, of course, that many problems will present 


¢ Surgeons and anesthesiologists must work to- 
gether in the operative care of the patient; the 
abundance of new apparatus, materials, and meth- 
ods that have become available to them in recent 
years can be fully utilized only by combining their 
individual resources. Increased knowledge of phy- 
siology and pharmacology has brought increased 
opportunities and responsibilities; these demand an 
extent of knowledge that can hardly be supplied by 
one person. Surgeon and anesthesiologist should 
consult preoperatively; they should exchange in- 
formation as to the type of operation planned and 
the kind of anesthesia to be used. During the opera- 
tion there must be not only a predetermined division 
of responsibilities but also an exchange of infor- 
mation as to the condition of the patient and the 
progress of the surgery. The danger of such compli- 
cations as shock and cardiac arrest can be reduced 
by attention to the position of the patient, to pulse 
and blood pressure, to the sometimes inevitable 
changes in the surgeon’s plans, and to the orders for 
postoperative care. 





themselves in which the combined training of the sur- 
geon and anesthesiologist is not sufficient to meet the 
situation. They must know how and when to ask for 
aid from their medical friends. 


New Responsibilities of Anesthesiologist 


During the past several years, the responsibilities of 
the anesthesiologist have changed considerably. Orig- 
inally, his only obligation was to “pour ether.” His 
increased knowledge of such subjects as physiology 
and pharmacology has earned him the privilege or 
responsibility of doing many additional things, as, for 
example, assisting in determining the operability of the 
patient and the choice of anesthetic and advising in 
the diagnosis and treatment of shock. Before any deci- 
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sion can be made regarding operability of the patient 
or choice of anesthetics, the anesthesiologist must see 
and examine the patient. This is best done several days 
before the operation and again the night before the 
operation, at which time the anesthesiologist should 
write the preoperative orders. At this time, he should 
talk to the patient about the anesthetic. Often, the pa- 
tient may have a fear of a general anesthetic and may 
urgently request a local; almost as often, the reverse 
will be true and the patient will insist on being asleep 
during the operation. If a local anesthetic is requested, 
the anesthesiologist will have to consult the surgeon to 
be sure that the extent of the operation or other similar 
factors will not make use of a local anesthetic imprac- 
tical. 

With his increasing acquisition of medical knowl- 
edge, the anesthesiologist must not forget that the 
practice of medicine exists for the welfare of the pa- 
tient. Surgeon and anesthesiologist alike must do their 
best to alleviate the patient’s fear, and they should 
order sedatives as indicated. Perhaps the most impor- 
tant time in this respect is during the preoperative visit 
and when the anesthetization is being started. A friend- 
ly, sympathetic attitude and assurance that the pro- 
cedure is safe will do much indeed to ease the patient’s 
mind. Gentleness is not only indicated but required 
at all times, including the period after loss of con- 
sciousness. Too often, indeed, the anesthesiologist and 
surgeon discard caution and gentleness after the anes- 
thetic has taken effect. Manipulation in the mouth and 
pharynx must be carried out gently, because the mu- 
cosa is not as tough as skin. With very few exceptions, 
bleeding from the mouth, even if slight, is inexcusable. 
The manipulation most apt to cause trauma and bleed- 
ing is insertion of an intratracheal tube. The anesthesi- 
ologist must learn to do this gently; too often, post- 
operative hoarseness, soreness, and pain are due to 
roughness during intubation. If intubation is not ac- 
complished within a few minutes, a senior anesthesi- 
ologist should be called to perform this manipulation. 
If the senior anesthesiologist is the one having diff- 
culty, perhaps it is safer to change the technique or 
even to postpone the operation. 

The increase in major responsibilities of the anes- 
thesiologist must not blind him to some of the minor 
ones. For example, the controls for changing the posi- 
tion of the operating table are placed at the head of 
most modern tables, so that the anesthesiologist can 
reach them. It is to be hoped that the anesthesiologist 
will possess a cooperative spirit that will prompt him 
to do what he can to add efficiency to the operation. 


Special Training for Anesthesiologist 


Reference has already been made to the fact that the 
modern anesthesiologist has been forced to acquire a 
varied amount of knowledge to carry out his functions 
properly and efficiently. Actually, there are no limits 
on the knowledge to be possessed; the more he pos- 
sesses, the more useful he will be in the surgical team, 
of which he is an important member. Perhaps the best 
example of a special area in which knowledge is re- 
quired of the modern anesthesiologist is pharma- 
cology. There are so many anesthetic agents in use 
today that familiarity with these alone would require 
a fair knowledge of pharmacology. However, the 
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complexity of anesthesia in poor-risk patients with 
complicating diseases makes it essential that the 
anesthesiologist possess a fair knowledge of the use of 
all important drugs. This is particularly important 
when complications relating to anesthetization de- 
velop, because they so often appear suddenly and, if 
not corrected immediately, may lead to death. 

Since an average knowledge of pharmacology is 
required of the anesthesiologist, it is natural that the 
surgeon should rely upon him for advice and consulta- 
tion concerning conditions requiring drug therapy as 
related to the operation. This shift in responsibility is 
very appropriate, because it will eliminate the waste of 
time incurred by both if the surgeon must also be a 
pharmacologist. It is indicated and appropriate that 
the surgeon spend this time saved in learning to correct 
some of the important threats to safe surgery, such as 
malnutrition in the aged, so commonly seen by the 
surgeon today. The fact should be emphasized that 
possession of a good knowledge of pharmacology is 
not possible without a fair knowledge of physiology 
and chemistry. Accordingly, the anesthesiologist must 
be well informed concerning normal and abnormal 
physiology. In fact, it can be said without question 
that the skill and ability of an anesthesiologist are 
strongly related to his knowledge of physiology, phar- 
macology, and chemistry, assuming he has had good 
training in the techniques of anesthesiology itself. 

Another requirement of the modern anesthesiologist 
is that he have dexterous hands and fingers. Training 
in insertion of intratracheal tubes, of Levin tubes dur- 
ing the operation, and of intravenous needles is essen- 
tial. Proficiency in the former two is rarely acquired 
during the residency, just as proficiency in performing 
difficult operations is rarely acquired in the few years 
of residency in surgery. There are numerous other pre- 
requisites of training or knowledge to be possessed by 
the anesthesiologist, but those mentioned above may 
perhaps be considered the most important. In fact, the 
anesthesiologist must have sufficient knowledge and 
ability to command the respect of the surgeon. If he 
does not, the surgeon will be distracted during the 
operation because of apprehension concerning the 
anesthetization; at times, this apprehension may be 
sufficient to jeopardize the surgeon’s technique even 
to the point where he may commit serious technical 
errors. Furthermore, lack of respect may result in the 
issuance of orders by the surgeon on matters in which 
he is too inadequately informed to reason intelligently. 


Determination of Operability and Type of Anesthetic 


Although we all are striving to obtain enough 
knowledge and experience to make decisions regarding 
operability so accurately that we will have no post- 
operative fatalities, that utopian period is far in the 
distance. Yet we must admit that proper application 
of present knowledge will continue to reduce mortality 
rates. Since life is the most precious thing on earth, it 
is obvious that all possible knowledge must be put to 
work on such important problems as determination of 
operability in a poor-risk patient who requires a serious 
prolonged major operation. Under such circumstances, 
the combined knowledge of the surgeon and anesthesi- 
ologist must be utilized. A good example of the neces- 
sity of a cooperative study and decision is the problem 
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presented by an elderly patient with a cancer in the 
gastrointestinal tract who also has a serious emphy- 
sema and perhaps mild bronchiectasis. If the anesthesi- 
ologist feels that the condition of the patient will not 
safely permit the operation planned, he should so in- 
form the surgeon. Perhaps a different operative tech- 
nique should be utilized. 

When the surgeon possesses vital information that 
may not be obvious to one making a single examina- 
tion, he must inform the anesthesiologist, as of a case 
of malnutrition proved by history of inadequate caloric 
intake but not detected by chemistry, which reveals 
normal protein levels. It is the surgeon’s responsibility 
to recognize this deficit and correct it before operation 
if at all possible; unfortunately, this is not always 
possible, because the gastrointestinal disease may be 
producing a partial obstruction or symptoms such as 
diarrhea, which cannot be corrected. Accordingly, we 
wish to emphasize the importance of free interchange 
of questions and information between the anesthesiolo- 
gist and surgeon in the preoperative period, particu- 
larly in patients whose operability is doubtful. 


During the Operation 


During the operation, it is essential that teamwork 
and cooperation be practiced to the maximum degree, 
because so many events that take place at this time 
are vital to good results or to survival of the patient. 
The surgeon should be informed when a significant 
change in the patient’s condition takes place. It is a 
shock to the nervous system of the calmest of surgeons 
to have the anesthesiologist announce that the blood 
pressure is now 70/60 mm. Hg and that it has been 
falling steadily for the past 15 minutes. In fact, it is 
appreciated by most surgeons if the anesthesiologist 
announces the blood pressure and pulse every 10 or 
15 minutes, even though they are entirely normal. 
Likewise, the surgeon should inform the anesthesiolo- 
gist when any complications develop during the opera- 
tion, and he should also inform him if additional work, 
beyond that expected, must be done. If, during a celi- 
otomy, the surgeon finds it necessary to open the chest, 
the anesthesiologist should be informed as soon as the 
decision is made. During a thoracic operation, the sur- 
geon must expect the anesthesiologist to request the 
privilege of aerating the lung on the side of the opera- 
tion every 15 to 30 minutes. If the surgeon is doing 
something at this moment that cannot be interrupted, 
he should request three or four minutes to complete 
it and should then stop the operation for aeration of 
the lung. 

The question concerning the need for fluids and 
blood during the operation is a very important one, 
because it comes up in all major operations. In general, 
this should be considered to be the surgeon’s responsi- 
bility, but the anesthesiologist should keep this point 
in mind at all times, and, if the fluid or blood is not 
being given in amounts consistent with the indications 
from his standpoint, he should bring the question up 
for discussion. The decision regarding the time to start 
administration of blood is more important than the 
problem of fluid intake. If there is any question about 
the advisability of starting blood transfusion, it can 
usually be settled readily by having the nurses count 
sponges and by checking the amount of blood in such 
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places as in the suction bottle or on drapes. Specific 
information may be available from blood-volume de- 
terminations done with radioactive albumin, particu- 
larly if preoperative determinations have been carried 
out. The anesthesiologist should consider it his privi- 
lege to request more blood or less blood; it is very 
possible that his decision may be more accurate than 
the surgeon’s, but the surgeon should not hide behind 
this cloak and blame the anesthesiologist for all errors 
in fluid replacement. 

Now and then there will be changes in the cardiac 
mechanism that may suggest a coronary thrombosis, 
and an electrocardiogram may be indicated. Since the 
decision regarding cardiac reserve on the operating 
table would appear definitely to be for the anesthesi- 
ologist to make, it would seem that he must be capable 
of reading electrocardiographic tracings. During the 
development of anesthesiology over the past few dec- 
ades, numerous items of equipment have been added 
to the anesthesiologist’s armamentarium. However, we 
must emphasize the fact that the anesthesiologist’s 
ability is by no means rated according to the amount 
of equipment he possesses. Actually, the pendulum 
has swung so far toward a large amount of equipment 
that the anesthesiologist should be urged to limit its 
use; simplicity in instruments and equipment will re- 
sult in better anesthesiology. 

Cardiac Arrest.—Cardiac arrest is becoming so fre- 
quent and is of such grave importance that we choose 
to discuss it separately. Although the assignment of 
duties to the anesthesiologist and surgeon may vary 
in different hospitals, no one should question that it is 
the anesthesiologist’s responsibility to keep track of the 
pulse beat, and it is his responsibility to inform the 
surgeon as soon as he suspects that cardiac arrest has 
occurred. When the operation is being performed on 
the heart or in the immediate neighborhood, the re- 
sponsibility belongs to the surgeon. The surgeon can 
and should try to confirm the presence or absence of 
a heartbeat; if he is working in the thorax or abdomen 
he can readily do so. Since the time lapse between 
cardiac stoppage and start should not be over three 
minutes, someone must act as timekeeper. Unless the 
anesthesiologist is positive he felt a heartbeat only a 
few seconds previously, there should be no delay 
for “timekeeping,” and an incision must immediately 
be made in the thorax by the surgeon and cardiac 
massage instituted. It should also bé the respon- 
sibility ot the anesthesiologist to order the drug 
therapy. It should be the surgeon’s responsibility to 
look for ventricular fibrillation if the heart does not 
resume its beat, because he is the person who is best 
able to observe fibrillation. Every operating room 
should have a defibrillator available, and the surgeon 
in charge of the operating room or service should be 
responsible for obtaining one. 


The Postoperative Period 


There will perhaps be more difficulty in assigning 
responsibility in the postoperative phase of the pa- 
tient’s care than in any other period. Each hospital will 
have to devise its own formula. In general, the surgeon 
is responsib/s for the patient’s welfare postoperatively, 
but certain duties should be assigned to the anesthesi- 
ologist. Actually, here is another situation where team- 
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work is necessary; each should watch for complica- 
tions, and, if they should be treated by the other 
member of the team, that member should be notified, 
although treatment should be started by the one noting 
the complication first. 

In general, the treatment of respiratory complica- 
tions occurring while the patient is coming out of 
anesthesia is best classified as the anesthesiologist’s 
responsibility, although the surgeon may have to be 
called to correct some complications, e. g., he may have 
to perform tracheostomy or insert an intrathoracic 
catheter for pneumothorax. The detection and treat- 
ment of shock should be the surgeon’s responsibility, 
but he will probably call on the anesthesiologist for 
consultation regarding the cause and therapy. Since the 
majority of shock conditions encountered in the recov- 
ery room are caused by inadequate administration of 
blood, it is usually a good idea to get a bottle of 
matched blood and start administration of that while 
the consultative examinations are being carried out. 
If intelligent postoperative care is to be expected, it is 
desirable that the anesthesiologist and surgeon be 
familiar with complications in each other’s fields, so 


that there will be a minimum delay in their detection 
‘ and treatment. In other words, the welfare of the pa- 


tient is paramount. Both members of the team must 
watch the patient, although it is granted that the nurse 
may be the first to detect any abnormal findings. 


Importance of Tolerant Attitude 


All of us are aware of the fact that an operation, 
which of necessity involves the patient’s life, is bound 
to create a situation of tension. Under tension, sharp re- 
marks are apt to be made that would not be uttered 
under average circumstances. Either the anesthesiolo- 
gist or the surgeon may be guilty, but fortunately, it 
is rare indeed that both will make such ill-advised 
remarks at the same time. All of us will agree that 
when a person is angered his intelligence and reasoning 
power are sharply diminished. If both members of the 
team lose their tempers, serious errors may be com- 
mitted, and the patient suffers; in fact, he may die as 
the result of technical errors or inaccurate decisions 
made during this emotional period. Accordingly, it is 
essential that, if one member of the team makes a 
critical remark, the other must ignore it. In the major- 
ity of instances, the remark may be charged up to the 
tense situation, and it need not be brought up later. 
If there is a misunderstanding, or if the person making 
the remark is in the habit of making them, it may be 
advantageous to discuss the affair later, when circum- 
stances are normal. With few exceptions, the individual 
who made the remark will be sorry he did so and will 
apologize. At any rate, there is no place for prejudice 
and anger in the operating room. 


Assignment of Duties 


Members of a team will obviously do much more 
efficient work if each knows what his functions are. 
The assignment of duties will vary considerably in dif- 
ferent hospitals, so that many of the following func- 
tions will not be defined dogmatically. The surgeon 
can expect the anesthesiologist (1) to be familiar with 
the patient’s condition, including complicating dis- 
eases, before anesthetization is started; (2) to consult 
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preoperatively with the surgeon and inform him of the 
type of anesthetic he contemplates using; (3) to have 
adequate knowledge of different types of anesthetics, 
and methods of resuscitation as well as of fluid and 
electrolyte balance; (4) to manage the positioning of 
the patient on the table and inform the surgeon if any 
change in position might be dangerous to the patient; 
(5) to observe constantly the pulse, blood pressure, 
respiration, and skin, so that adequate notice can be 
given of cardiac arrest or other serious cardiac compli- 
cations; (6) to supply relaxation consistent with safety 
and report on the patient’s status at frequent intervals, 
especially when important changes are noted; (7) to 
maintain the patient in a good physiological state, with 
good oxygenation and removal of carbon dioxide; (8) 
to use nonexplosive techniques when necessary; (9) to 
keep accurate and adequate records of the anesthetic 
course and record the correct time of incision and 
other important events of the operation; (10) to see 
that the patient is returned to the recovery ward or 
room with adequate information for postoperative 
management; (11) to use simple technique, with as 
little compounding as possible in types of anesthetics 
used; (12) to consult the surgeon regarding postopera- 
tive management, especially regarding respiratory 
complications (while the patient is coming out of anes- 
thesia) and shock. 

The anesthesiologist can expect the surgeon (1) to 
discuss the case record with him and inform him con- 
cerning the type of operation planned; (2) to study 
the patient thoroughly and make adequate preopera- 
tive preparations, so that the danger of shock will be 
minimized; (3) to have no prejudice against certain 
agents or techniques and to be reasonable in accepting 
the anesthesiologist’s decision concerning the type of 
anesthetic to be used; (4) to allow adequate time for 
induction of anesthesia; (5) to have an understanding 
of the problems in anesthesiology; (6) to make an ade- 
quate incision so that good exposure is possible with- 
out complete relaxation of the patient; (7) to keep 
requests for abnormal positions as few as possible; (8) 
to use economy of time in operating, inflict as little 
trauma as possible, and minimize blood loss; (9) to 
cooperate by stopping the operation when asked to do 
so when anesthetic complications develop, so that re- 
flex stimuli can be abolished; (10) to inform the anes- 
thesiologist of any change in operating plans, especially 
if another body cavity is to be entered; (11) to give the 
anesthesiologist adequate advance information when 
closure of abdominal wound is to be started; (12) to 
write the immediate postoperative orders but to be 
receptive to the advice of the anesthesiologist. 


Summary 


Efficiency of operative care of the patient is not 
possible without complete cooperation between the 
surgeon and anesthesiologist. The added responsibili- 
ties acquired during the past decade or two by the 
anesthesiologist have considerably changed the role of 
the anesthesiologist in the operative care of the patient. 
The anesthesiologist’s knowledge of such subjects as 
pharmacology and physiology have made him very 
helpful to the surgeon in the care of the patient. There 
are so many variable factors in hospitals throughout 
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the country that the responsibilities of the surgeon and 
anesthesiologist cannot be defined dogmatically. Many 
of these fuctions will have to be worked out according 
to circumstances; however, certain of them are rather 
obvious. For example, the surgeon and anesthesiologist 
should consult preoperatively, and, after the anesthesi- 
ologist has had opportunity to examine the patient and 
his chart, the surgeon should inform the anesthesiolo- 
gist of the type of operation planned and the anes- 
thesiologist should inform the surgeon of the type of 
anesthetic he contemplates using. The anesthesiologist 
should inform the surgeon promptly of any change in 
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the patient's condition during the operation. Likewise, 
the surgeon should inform the anesthesiologist immedi- 
ately of any change in the operative plan. The surgeon 
expects the anesthesiologist to keep constant watch 
over the patient’s condition, and the anesthesiologist 
expects the surgeon to perform the operation with the 
least amount of trauma and minimal blood loss. The 
operation is no place for prejudice or anger. We must 
remember at all times that the welfare of the patient 
is the paramount issue during an operation. Complete 
cooperation will result in maximal efficiency. 
1853 W. Polk St. (12) (Dr. Cole ). 





THE ROLE OF HYPNOSIS IN ANESTHESIOLOGY 


Milton J. Marmer, M.D., Beverly Hills, Calif. 


Hypnosis can be a valuable addition to the arma- 
mentarium of the anesthesiologist. It is unfortunate 
that the application of the principles of this technique 
has been almost neglected in the present-day practice 
of anesthesiology. Instruction in the principles of hyp- 
nosis should be incorporated into the training in anes- 
thesiology. In fact, every anesthesiologist should also 
be a hypnotist. Words have long been recognized as 
exerting a tremendous influence on human behavior.’ 
As Rudyard Kipling once said, “Words are the most 
powerful drug used by mankind.” Hypnotism, which 
paved the way for the acceptance of ether and chloro- 
form by drawing attention to the possibility of surgery 
without pain, was dealt its death blow by the advent of 
these anesthetic agents. Crawford Long,” in his first 
published account of the use of sulfuric ether, by in- 
halation, as an anesthetic in surgical operations, wrote: 

At the time I was experimenting with ether there were physi- 
cians high in authority, and of just distinguished character, who 
were advocates of mesmerism and recommended the induction 
of the mesmeric state as adequate to prevent pain in surgical 
operations. Nothwithstanding, thus sanctioned I was an un- 
believer in the science, and of the opinion that if the mesmeric 
state could be produced at all, it was only on those with strong 
imaginations and weak minds and was to be ascribed solely to 
the workings of the patient's imagination. Entertaining this 
opinion, | was the more particular in my experiments in etheriza- 
tion. 

In 1846, Robert Liston, the British surgeon, while 
performing the first operation in England with ether 
as an anesthetic, made the classic remark: “This Yan- 
kee dodge beats mesmerism all hollow!”* By 1860, 
mesmerism and surgery had parted company. The 
more chemical anesthesia increased in efficiency, the 
less significant hypnotism became as a means of anes- 
thesia. At the end of the 19th century in England there 
was a revival of interest in hypnotism, and it was again 
demonstrated that surgical procedures could be per- 
formed with the patient in the mesmeric state. 

Hypnotic phenomena have been observed since Bib- 
lical times, but scientific and medical interest in the 
subject was first aroused in the latter part of the 18th 
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* Thoracotomy and resection of the lingula pulmonis 
was accomplished with the aid of hypnosis in a 25- 
year-old woman who had previously undergone a 
diagnostic bronchoscopy under hypnosis. The patient 
was hypnotized the night before the operation and 
again at 10 a. m. on the day of the operation. The 
medication required before and during the opera- 
tion included 100 mg. of pentobarbital and 50 mg. 
of diphenhydramine hydrochloride by mouth, 100 
mg. of meperidine hydrochloride and 0.40 mg. of 
scopolamine hypodermically, 50 mg. of thiamylal 
sodium intravenously to stop involuntary swallowing, 
25 cc. of 1% solution of procaine hydrochloride in- 
filtrated into the skin before the incision, and a total 
of 100 mg. of succinylcholine administered as 0.1 % 
solution by intravenous drip over a period of 45 
minutes to permit control of the respiration. 





century, by Anton Mesmer. He claimed to be able to 
cure disease by means of “animal magnetism,” which 
he believed to be some kind of magnetic influence that 
flowed from him to the patient, a concept since thor- 
oughly discredited. James Braid, a Manchester sur- 
geon, rejected the theory of animal magnetism and 
attributed the phenomenon of mesmerism to sugges- 
tion. He introduced the term hypnotism in 1843. 

The first attempts to perform surgery while the pa- 
tient was under hypnosis were made in France, by 
Dupotet and Recamier, in 1821. Jules Cloquet, in 1829, 
removed a breast while the patient was in a mesmeric 
sleep. By 1837, John Elliotson had established an envi- 
able reputation as one of the ablest surgeons in Lon- 
don. He performed many operations with the patients 
under hypnosis, but he was finally asked to resign his 
post because of alleged charlatanism. In 1843, he began 
publication of The Zoist, which was called “A Journal 
of Cerebral Physiology and Mesmerism and Their 
Applications to Human Welfare.” According to Elliot- 
son, the first surgical procedure carried out on a mes- 
merized patient in England was the insertion of a seton 
in the neck in 1838. Four years later, in 1842, a surgeon 
named Ward performed a midthigh amputation on a 
patient in the mesmeric state. The third volume of The 
Zoist (March, 1845—January, 1846) contained three 
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reports of surgical operations performed with the pa- 
tient under mesmeric anesthesia, four of which were 
carried out in the United States. James Esdaile, in 
India, between 1844 and 1859, performed a remarkable 
series of operations on patients who had been hypno- 
tized. The sign‘ficance of his accomplishment in the 
use of mesmerism for surgical anesthesia is manifested 
by the fact that he reported on several thousand opera- 
tions, of which some 300 were major procedures, in- 
cluding amputations, repair of hydroceles, and re- 
moval of scrotal tumors and cataracts. 

Although in the past 10 years new interest in the use 
of hypnosis has become evident, anesthesiologists as a 
rule are still more comfortable when they use drugs 
than when they employ the less familiar psychological 
techniques.” However, if physicians understood more 
clearly what hypnosis is and what can be expected of 
it, I believe that it would be utilized much more widely 
and effectively. It is the only means of anesthesia that 
carries no danger for the patient. Hypnotism raises the 
patient's threshold to pain. Actually, perfect anesthesia 
should be attained by employing hypnotism in con- 
junction with chemical agents. Hypnosis can be a 
pleasant experience, involving no tension or apprehen- 
sion. It can be maintained for long periods and termi- 
nated at will, and it has the superlative advantage of 
placing no extra load on the circulatory, respiratory, 
hepatic, or renal systems.* 


Induction and Effects of Hypnosis 


There are as many ways of producing hypnosis and 
as many ideas to explain its nature as there are hypno- 
tists, but most authorities favor the theory that the 
mesmeric state is a condition of “exaggerated suggesti- 
bility.” ° The hypnotist has neither an esoteric power 
nor a mysterious gift. Anyone can learn to hypnotize, 
but use of the technique should be restricted to trained 
and competent practitioners. Patients vary in their 
susceptibility to hypnosis in the same way that they 
differ in their responses to drugs or other medical ther- 
apy. The best hypnotic subjects are ordinary, normal 
people, the more intelligent and imaginative the better. 
It is virtually impossible to hypnotize an idiot. Chil- 
dren usually make good subjects because of their 
heightened powers of imagination. Young people re- 
spond better than old, because their patterns of re- 
action are not so rigidly set. There is no difference in 
susceptibility to hypnosis between men and women. 

Optimum results may not be obtained with the first 
attempt. Some patients who can be influenced only 
slightly at first can be trained to become good subjects 
by repeated sessions with the therapist. Hypnosis obeys 
the laws that govern conditioning in general. It is of 
the utmost importance that the patient believe that the 
hypnotizing physician has both competence and integ- 
rity. Pain can be reduced or obliterated in many people 
by hypnotic suggestion. It is well known that distrac- 
tion of attention may exclude from consciousness many 
sensations, including pain. Pain, which is perceived, is 
subjective and individual; it varies in accordance with 
the emotional and physical make-up of the patient. 
Under hypnosis, the patient is conscious of pain, but 
his higher centers ignore it. 
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In the hypnotic state the subject appears to be 
anxious to please the hypnotist and will usually carry 
out his suggestions. No patient will carry out a sugges- 
tion that conflicts with his basic moral principles. The 
subject is not an automaton; he may refuse to carry out 
suggestions, and he can always break the trance if the 
situation becomes really intolerable. Such muscular 
phenomena as alterations in tone are to be expected. 
Catalepsy may be brought about, and any muscular 
activity can be increased, decreased, or completely in- 
hibited. However, vital functions are not affected. 
Either analgesia or anesthesia may be produced. Par- 
tial amnesia is encountered in the majority of cases, 
and complete amnesia is not infrequent. 

Hypnosis can be used to assist a patient to relax and 
to help obviate excitement and apprehension. Most 
people fear anesthesia more than surgery. Induction 
of anesthesia should start not in the operating room but 
with the preanesthetic visit to the patient, usually one 
or two nights prior to surgery. Many emotional changes 
accompany anesthesia, and it is well known that stress 
may produce hypertension, tachycardia, or irregulari- 
ties of cardiac rhythm. Although every person handles 
anxiety in his own fashion, the correct psychological 
approach on the part of the anesthesiologist will go a 
long way toward obtunding psychic trauma and estab- 
lishing confidence. 

With most patients I have used what I call “an exer- 
cise in relaxation” as a trial attempt at hypnosis. If, 
during the relaxing exercise, the patient follows sug- 
gestions and a hypnoid level is approached, more 
suggestions are made, in the hope that a deeper level 
of hypnosis will be achieved. Even when it is evident 
that a hypnoid level cannot be reached, this method 
can do much to help a patient relax, both physically 
and mentally, and to alleviate an appreciable degree of 
anxiety and tension. If it is possible, I take this oppor- 
tunity to hypnotize the patient, because with a deeper 
level of hypnosis valuable posthypnotic suggestions 
can be given. This “relaxing” technique is especially 
useful when working with patients who are poor oper- 
ative risks, such as those with cardiac disease or al- 
lergies to commonly used anesthetic drugs or those 
scheduled to undergo cardiac surgery. This means of 
preoperative sedation and preparation establishes con- 
fidence, minimizes fear and anxiety, and makes the 
prospect of surgery more acceptable. The unavoidably 
great investment of time is well worthwhile because of 
the greater ease and safety with which the surgical 
procedure is carried out. 

Hypnosis is a valuable method of inducing anesthesia 
or achieving basal anesthesia in children. A simple sug- 
gestive technique can induce anesthesia before ton- 
sillectomy, for example, and enable one to make 
posthypnotic suggestions that render recovery from 
anesthesia more pleasant. The results in such cases are 
gratifying, because on recovery the children are more 
cheerful, more alert, more responsive, more comforta- 
ble, and more cooperative than those who undergo 
anesthesia induced by chemical agents alone. 

Hypnosis is invaluable not only as a means @f seda- 
tion before and after operation but as am auxiliary 
method of anesthesia or a means of achieying total 
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anesthesia. Hypnoanalgesia is especially useful when 
employed in conjunction with other anesthetic pro- 
cedures, because it reduces the amount of chemical 
agents used. I have used hypnoanalgesia successfully 
in association with epidural and spinal anesthesia when 
it was essential to obviate depression of the respiratory 
or the cardiac system with drugs. Hypnosis alone can 
be employed in such procedures as incision and drain- 
age, short orthopedic operations, or extractions of 
teeth. It should be mentioned that hypnodontia is a 
well-recognized and highly useful field of dentistry. 

Hypnosis may be used when changing painful dress- 
ings, as of burns, and while removing sutures when the 
patient is frightened. It has been used successfully to 
improve both the morale and appetite of badly burned 
men.° Hypnoanalgesia also eliminates depression of 
vital functions and protective reflexes and often pre- 
vents such accidents as palsies of ulnar nerves or exces- 
sive traction on brachial roots, because the hypnotized 
patient is aware of any painful pressures in an un- 
anesthetized area. The use of hypnosis in obstetric 
delivery is well documented. However, the handling 
of the pregnant woman in this respect usually falls 
within the province of the obstetrician.’ 

Posthypnotic suggestion is perhaps the single most 
valuabie phenomenon associated with hypnosis. Many 
suggestions effective in lessening the incidence and 
severity of nausea and vomiting may be carried out 
with remarkable accuracy. Such suggestions can relieve 
postoperative pain, reduce the amount of narcotics 
used, and help the patient to breathe deeply or to 
cough. Review of the literature has failed to reveal any 
reports of the use of hypnoanalgesia or hypnoanesthe- 
sia in thoracic surgery. The surgical operations involv- 
ing the use of hypnosis that have been reported on in 
the modern literature are laparotomy,* bilateral mam- 
maplasty,° appendectomy ‘° and amputation.'' Here- 
with is reported the first case in which hypnoanalgesia 
and hypnoanesthesia were employed in the resection of 
the lingula of the upper lobe of the left lung. 


Report of a Case 


A 25-year-old woman entered Cedars of Lebanon Hospital for 
bronchoscopic examination because of the presence of a lesion in 
the upper lobe of the left lung. On Jan. 6, 1955, with the patient 
anesthetized by hypnosis, a diagnostic bronchoscopic examination 
was performed. After the examination, it was decided that resec- 
tion of the lingula was necessary and that the operation should 
be attempted under hypnosis because of the successful use of 
hypnoanalgesia during the bronchoscopic examination. The pa- 
tient was hypnotized the night prior to surgery, and the sugges- 
tion was made that at a given signal in the morning she would 
be deeply relaxed and asleep and would respond only to the 
voices of the surgeons and the anesthetist. At 7:30 a. m. on 
Jan. 17, the patient was given 1% grains (0.10 gm.) of pento- 
barbital (Nembutal) and 50 mg. of diphenhydramine (Bena- 
dryl) hydrochloride, by mouth. At 8:30, 100 mg. of meperidine 
(Demerol) hydrochloride and 1/150 of a grain (0.40 mg.) of 
scopolamine was administered. Hypnosis was begun at 10 a. m., 
and the patient was taken to the operating room at 10:30, when 
a deep hynotic level had been attained. An endotracheal tube 
was inserted while the larynx was directly visualized. Oxygen 
only was administered. Because the patient continued to swallow 
in the presence of the endotracheal tube, an intravenous injection 
of 50 mg. of thiamylal (Surital) sodium was given after an 
intravenous infusion of 5% dextrose in water had been begun. 
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The skin was infiltrated with 25 cc. of a 1% solution of procaine 
hydrochloride, and an incision was made in the left side of the 
thoracic wall. Suggestion was continued throughout the pro- 
cedure. 

When the chest was opened, administration of 500 cc. of 
blood was begun. The patient responded to all commands ex- 
cept the one that she should hold her breath, which elicited 
resistance and resulted in more rapid breathing. Additional 
suggestion failed to produce the desired apnea. To prevent tear- 
ing of the lung during dissection, an intravenous drip of a 0.1% 
solution of succinylcholine was begun, and respiration was con- 
trolled. A total of 100 mg. was administered over a period of 
45 minutes. Breathing returned to normal 30 seconds after with- 
drawal of the drug. Hypnotic suggestion was continued during 
the entire period of apnea as well as during closure of the wound. 
The operation ended at 1 p. m., when the tube was removed 
after the trachea was cleared. The resected lesion was a tubercu- 
loma. Posthypnotic suggestion was given to the effect that 
postoperative discomfort would be minimal and that deep 
breathing and coughing would be easy. The patient was told to 
sleep for two hours and then awaken. The postoperative course 
was uneventful. The amount of narcotics used after surgery was 
minimal, and the patient was discharged on Jan. 25, in excellent 
condition. 

Summary 


Hypnosis has much to offer the anesthesiologist. It 
minimizes fear and apprehension and is valuable as an 
adjunct to the measures commonly employed in seda- 
tion before and after operation. It can be attempted 
when chemical anesthetics are contraindicated. Post- 
hypnotic suggestion has proved to be of great value in 
the postoperative course, namely, in reducing or elim- 
inating nausea, vomiting, and pain. Hypnosis is a suc- 
cessful auxiliary measure for inducing anesthesia and 
can effect anesthesia alone. Patients vary in their sus- 
ceptibility to hypnosis, and a deep hypnotic level can- 
not be reached in every instance. Ideally, hypnosis 
should be used in combination with chemical agents 
to achieve anesthesia. The only disadvantage to hyp- 
nosis is that its effective application requires a consid- 
erable expenditure of time, a negative quality that is 
more than offset by its many advantages. Hypnoanal- 
gesia was effectively employed during a resection of 
the lingula for tuberculoma of the upper lobe of the 
left lung in one patient. 
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NECROTIZING RENAL PAPILLITIS AND DIABETES MELLITUS 


Fred W. Whitehouse, M.D. 


Howard F. Root, M.D., Boston 


Ischemic necrosis of the renal papillae and con- 
comitant bacterial infection result in a clinicopatho- 
logical entity variously known as necrotizing renal 
papillitis,' papillary necrosis,* medullary necrosis,” 
and necrotizing pyelonephritis.‘ Although the patho- 
genesis of the lesion is not completely understood, most 
authorities subscribe to the mechanism described 
above. Its close relationship to diabetes mellitus and 
obstructive uropathy has been emphasized.” Two re- 
cent reports © have adequately reviewed the literature. 
We would like to report our experience with necrotiz- 
ing renal papillitis, based on cases studied at the New 
England Deaconess Hospital from January, 1950, to 
September, 1955. It should be pointed out that all 
patients reported on here were being treated at the 
Joslin Clinic and hence were drawn from a prepon- 
derantly diabetic population. All cases have been 
proved pathologically; no doubt exists as to the 
identity of any case. 

Prior to 1950, necrotizing renal papillitis was in- 
dexed along with acute pyelonephritis. To review the 
experience prior to their separation would lead to in- 
accuracy of data; we will therefore limit this review 
to the subsequent years. There were 11 reports of nec- 
rotizing renal papillitis found in the files of the Joslin 
Clinic between January, 1950, and September, 1955. 
A study of these cases comprises the substance of this 
report. The table summarizes the clinical and patho- 
logical data on these patients. 


Incidence and Concurrence with Diabetes 


During the five-year period of this study, 14,252 
diabetics were admitted to the New England Dea- 
coness Hospital. During the same period, 416 diabetics 
died and 266 had postmortem examinations. Eleven 
cases of necrotizing renal papillitis were found: one 
in every 1,296 diabetics admitted and one in every 
24 patients autopsied. Hence, necrotizing renal pap- 
illitis was found at 4.1% of autopsies on diabetic 
patients. The average age of our patients at the time 
of diagnosis was 60 years. The youngest patient was 
26 years of age, the oldest 79. Females predominated 
9:2 in our series. This is in keeping with past experi- 
ence with diabetics.’ All patients were white. 

Diabetes mellitus was present in all patients. Ten 
patients were known to be diabetic at the time of 
admission, while one (case 8) was a newly discovered 
diabetic. The average duration of the diabetes was 
14.8 years. The range was from newly discovered to 
24 years. Three patients had had diabetes over 20 
years and eight over 10 years. All but one were on 
insulin therapy. All patients were taking either prota- 
mine zinc insulin or isophane (NPH) insulin. The 
insulin requirement increased in six patients during 
their illness, rising from 50 to 100 units in one (case 5) 
and from 28 to 70 units in one (case 4). The average 
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® Necrosis of the renal papillae, ascribed to local 
ischemia and accompanied by general septicemia, 
was demonstrated in 10 instances in the course of 
266 postmortem examinations of 416 diabetic pa- 
tients who died during a five-year period; in addition 
the papillary necrosis was found in a kidney removed 
surgically from a diabetic patient who was relieved 
by the nephrectomy but who died two years later 
because of the functional inadequacy of the remain- 
ing kidney. To prevent this complication of diabetes, 
catheter drainage should be avoided whenever pos- 
sible, and the importance of proper perineal hygiene 
in women should be emphasized. If genitourinary 
infections do occur, they should be treated vigor- 
ously with the correct antibiotic and obstructive uro- 
pathy should be eradicated; the diabetes should be 
well controlled. Necrotizing renal papillitis should 
be considered as a possibility whenever sepsis or 
progressive renal failure is observed in a diabetic 
patient. 





increase for the six patients was 24 units. In four 
patients the requirement did not change, and it fell 
from 40 to 20 units in one (case 9). Eight patients had 
evidence of diabetic retinopathy and three had dia- 
betic neuropathy. Six patients had a previous diag- 
nosis of diabetic nephropathy. An estimate of control 
of the diabetes in the patients in this series was dif_- 
cult to assess. Arterial hypertension was present in 
four patients. 

There are two clinical pictures associated with nec- 
rotizing renal papillitis."* One, the acute fulminating 
type, is characterized by severe prostration, signs of 
overwhelming sepsis that may or may not be localized 
to the urinary tract, and rapidly progressive renal 
failure. Death occurs early and is usually ascribed to 
septicemia. The second or subacute type is charac- 
terized by a smoldering renal infection present for 
weeks or months, with acute exacerbations and 
terminal oliguria and uremia. An asymptomatic form 
has also been recognized. In our patients, the duration 
of the final illness (terminal hospital admission) ranged 
from three days (case 8) to six weeks (cases 1 and 10), 
with an average of three and one-half weeks. 

Eight patients had fever at some time during the 
course of their illness. The number of days on which 
they had fever prior to hospitalization could not be 
ascertained with any degree of accuracy. Only 4 of 
the 11 patients had signs and symptoms suggesting 
urinary tract infection. In these patients, fever, chills, 
and flank pain were prominent. One patient had gross 
hematuria. The clinical picture in seven patients did 
not suggest renal infection. Six patients had previously 
diagnosed diabetic nephropathy. One case appeared 
after a sigmoid colectomy. An indwelling catheter 
was used in nine patients. Only three patients had 
oliguria. Ten of the 11 patients died. The patient in 
case 5 survived after removal of the left kidney. 
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Laboratory Findings 


Ten patients had polymorphonuclear leukocytosis, 
with the number of white blood cells varying from 
12,000 to 33,500. In two patients the nonprotein nitro- 
gen level was between 40 and 50 mg. per 100 cc., in 
five it was between 50 and 100, and in four it rose 
above 100 mg. per 100 cc. One patient (case 6) had 
been in chronic uremia for over one year and entered 
the hospital with a nonprotein nitrogen level of 175 
mg. per 100 cc. An elevated nonprotein nitrogen level 
receded toward normal in four patients. Examination 
of the urine was done frequently in all cases. Oliguria 
and anuria were not striking, in our experience. Only 
two patients had a daily urine output persistently be- 
low 500 cc. per 24 hours. A third patient (case 8) was 
oliguric on the day of death. The patient in case 11 pre- 
sented with the chief complaint of “inability to urinate.” 
This patient was totally anuric during one 24-hour 
period and was oliguric for eight days prior to death. 
The patient in case 9, with terminal diabetic nephro- 
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Proteus vulgaris were isolated in four cases each, 
growing out together in three. Micrococcus (Staphylo- 
coccus) pyogenes var. aureus was found in three cases. 
Two strains of streptococci and an Aerobacter were 
also isolated. In three of the seven patients with posi- 
tive cultures, only one organism was found, while in 
four a mixed infection, with gram-negative organisms 
predominating, existed. 

In the cases reviewed, x-ray studies were not used ex- 
tensively as an aid in diagnosis. An intravenous pyelo- 
gram in the patient in case 5 showed a distorted calix at 
the lower pole of the left kidney. Roentgenograms of 
the abdomen in two patients were unrevealing. Retro- 
grade pyelograms, suggested by Wall," were not done. 


Diagnosis and Treatment 
An anatomic diagnosis was made in each patient, in 
10 at postmortem examination and one (case 5) by 
nephrectomy. An intravenous pyelogram in this latter 
patient was interpreted as being suggestive of malig- 
nancy. Nephrectomy was carried out. Necrotizing 


Data on Eleven Patients with Necrotizing Renal Papillitis 





Clinieal Findings 
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Duration t ; Complications of Highest 
ol Location of Diabetes Mellitus Nonprotein Pathological Findings 
Diabetes Necroti:ing = ——————_—~-- —_——_—_——,_ Urine Nitrogen =-——— te : i * 
Case , j Mellitus, Renal Reti- Neurop- Nephrop- Output, Level, Cause of Other 
No. Age, Yr. Sex Yr. Papillitis noputhy athy athy Ce.* Mg./100 Ce. Death Postmortem Findings 
1 75 F 21 Unilateral + — — 860 70 Acute pulmonary Acute myocardial infaretion; 
edema ureteropelvic stricture on 
left side; bilateral 
pyelonephritis 
2 62 F 7 Unilateral a _ _ 620 49 Acute myocardial Bilateral acute and chronic 
infaret pyelonephritis 
3 67 F 14 Unilateral _ — + 900 112 Uremia: necrotizing Diabetic nephropathy 
papillitis 
4 79 F 4 Unilateral — as _ 910t 58 Aerobacter septicemia Ureterolithiasis and pyone- 
phrosis on left side; multi- 
ple pulmonary abscesses 
5 62 F 14 Unilateral ~ — + 58 Uremia (2 yr. Multiple cortical abscesses; 
postoperatively) diabetic nephropathy; 
argyria§ 
6 of M 21 Bilateral a aa 800 200 Uremia Diabetic nephropathy 
7 76 24 Unilateral + — 1,180 40 Cerebrovascular Carcinoma of lung; 
accident pyelonephritis 
8 57 M New Bilateral -- — 1,320 75 Staphylococcemia: Renal and myocardial 
necrotizing renal abscesses: portal vein 
papillitis thrombosis 
9 26 F 19 Bilateral a + 530 150 Uremia Acute myocardial infarction; 
diabetic nephropathy 
10 37 F 20 Unilateral a = + 920+ 115 Uremia Diabetic nephropathy 
ll 64 F 19 Unilateral > — + 350 &9 Heart block Diabetic nephropathy: 


diffuse ischemic myocardial 
necrosis 





* Av. 24-hr. urinary output for last 5 days of life. + 4-day av. ¢t 2-day av. § Surgical specimen. 


pathy, was oliguric for a 10-day period during her final 
illness but in the last 48 hours of life voided a total of 
1,400 ce. The remaining eight patients passed seemingly 
adequate amounts of urine, varying from 500 to 2,300 
cc. per 24 hours. The table indicates the average 24-hour 
urinary output during the final five days of life. 
There was significant albuminuria (over 20 mg. per 
100 cc.) in 10 cases. Gross hematuria occurred in one 
patient, while microscopic hematuria was recorded in 
five cases. Pyuria was universal but highly variable, 
with the sediment showing only scattered pus cells on 
some occasions while at other times it was loaded with 
leukocytes. Cylindruria was recorded in seven cases, 
with mainly hyaline and fine and coarse granular casts 
present. These casts, of course, are commonly seen in 
the urine of patients with chronic renal disease. No 
documented papillary casts were identified. The urine 
was cultured in seven cases, while for four patients 
there was no record of culture. Escherichia coli and 


renal papillitis and multiple cortical abscesses were 
found on pathological examination. The correct diag- 
nosis was suggested ante mortem in only two cases. 
No case was proved ante mortem except in one patient 
(case 5). The usual pathological findings of ischemic 
infarction of the renal papillae associated with acute 
inflammation of the papillae and acute and chronic in- 
flammation of the renal parenchyma was present in all 
cases. Eight patients showed unilateral papillitis, while 
three had bilateral involvement. Papillary necrosis was 
localized to two papillae each in three patients with 
unilateral involvement. Other significant postmortem 
findings are recorded in the table. In the two patients 
with concomitant diabetes and obstructive uropathy, 
acute pyelonephritis was bilateral but papillary necro- 
sis was limited to the side with the obstruction. 

All patients received some antibacterial agent 
(sulfonamide or antibiotic), usually more than one, 
during the course of their illness. In this series one can- 
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not infer any favorable effect from their use, although 
the systemic toxicity in the patient in case 5 abated 
sufficiently to allow nephrectomy. Eradication of the 
disease in this patient was fortuitous in that the lesion 
was unilateral. With proper case selection nephrec- 
tomy might be a valuable adjunct in the treatment of 
unilateral papillitis. No one has had sufficient experi- 
ence to be certain. The most satisfactory mode of ther- 
apy is vigorous administration of the proper antibiotic 
in an attempt to eradicate the omnipresent infection. 


Clinicopathological Correlation 


In spite of the high mortality in our patients it is 
difficult in every case to portray a specific cause-and- 
effect relationship. The table lists the cause of death 
and the significant portmortem findings in each case. 
All patients had more than one significant lesion that 
in itself could have been responsible for death. Six 
patients had severe diabetic nephropathy, four had 
an acute myocardial infarction, and two had evidence 
of widespread systemic infection. The patients in both 
cases 6 and 9 had the characteristic slow downhill 
course of terminating nephropathy with uremia and 
agonal hyponatremia. Neither had febrile courses. 
The patient in case 9 had oliguria during the last two 
weeks of life, but had a good urinary output for 72 
hours prior to death. In both patients, bilateral nec- 
rotizing renal papillitis was found at postmortem 
examination, as well as extensive parenchymal disease 
with glomerular hyalinization and tubular degenera- 
tion. The patient in case 9 also had a moderately ex- 
tensive myocardial infarction. To blame necrotizing 
renal papillitis solely for the death in either case would 
be unwarranted. Likewise, the patient in case 11 had 
an afebrile course in which oliguria, azotemia, and 
severe congestive heart failure were prominent. Al- 
though she had unilateral necrotizing renal papillitis, 
the extensive diabetic nephropathy and _ diffuse 
ischemic necrosis of the myocardium seemed to be 
more significant. 

Possibly the patients in cases 3, 4, 5, and 8 best 
exemplify close clinicopathological correlation. The 
patient in case 4 came to the hospital with renal in- 
fection and sepsis and grew steadily worse. Progres- 
sive azotemia and oliguria were absent. Postmortem 
examination showed an Aerobacter septicemia, 
ureterolithiasis, pyonephrosis, and unilateral necrotiz- 
ing renal papillitis. The disease in the patient in case 
5 was quite characteristic of an acute renal infection, 
with chills, fever, flank pain, pyuria, and azotemia. 
Because of an abnormal pyelogram suggesting 
carcinoma, nephrectomy was performed after anti- 
biotic therapy had reduced the patient’s systemic 
toxicity. Her postoperative recovery was good. How- 
ever, because of underlying diabetic nephropathy, her 
remaining kidney was functionally inadequate, and 
she died of uremia two years later. The hospital course 
of the patient in case 8 suggested overwhelming 
sepsis. Death ensued less than 72 hours after admis- 
sion. The etiological agent was M. pyogenes var. 
aureus. The patient’s disorientation prevented ade- 
quate evaluation of his history, but necrotizing renal 
papillitis probably was the nidus of his micrococcemia. 
The disease in one patient (case 3), with a five-week 
course of chills, fever, flank pain, gross hematuria, and 
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pyuria, with persistent azotemia and finally death, 
would satisfy most of the criteria of the subacute type. 
Oliguria was absent in this patient. 

Of our 11 cases we can suggest only 4 as examples 
of morbidity and mortality directly resulting from 
necrotizing renal papillitis (cases 3, 4, 5, and 8). Seven 
cases seem to fall into the category of “incidental 
pathological finding.” In our experience, necrotizing 
renal papillitis seems to be more prominent as a 
pathological entity than as a clinical one. However, 
we do not deny that necrotizing renal papillitis per 
se is responsible for a clinical syndrome. It is just our 
impression that necrotizing renal papillitis is more 
likely to be asymptomatic. It is true that necrotizing 
renal papillitis could have unfavorably influenced the 
clinical course even when asymptomatic. To what de- 
gree it did is impossible to determine. 


Comment 


As implied above, we are inclined to think that the 
acute and subacute varieties of necrotizing renal 
papillitis are less common than the asymptomatic 
form. We recognize that our experience is primarily 
with unilateral disease and that this fact may have 
influenced our impressions. However, two of the three 
patients with bilateral disease (cases 6 and 9) had the 
asymptomatic variety. Necrotizing renal papillitis is 
likely to occur in a kidney that has been previously 
damaged by a combination of vascular and infectious 
insults. This combination is most graphically portrayed 
by the kidney of a patient with long-standing diabetes. 
Chronic obstructive uropathy with secondary infection 
also predisposes to necrotizing renal papillitis. Man- 
del*® collected the histories of 160 patients with nec- 
rotizing renal papillitis and found only 10% to be 
without either diabetes or obstruction. Two of our 
patients had both. The higher incidence of pyelone- 
phritis and the frequency of renal vascular damage 
in diabetics plus the increased susceptibility of dia- 
betic tissue to infection probably all play a role in 
the pathogenesis and selectivity of necrotizing papil- 
litis.” We would like to call attention to the low in- 
cidence of oliguria and anuria in our patients, even 
those with bilateral involvement. With the increasing 
incidence of diabetic nephropathy, we would expect an 
increasing incidence of necrotizing renal papillitis in 
the future. Indeed, the reason for its present low inci- 
dence (4.1%) is not clear, unless it be the rapid and vig- 
orous therapy of symptomatic urinary tract infection. 

The presence of necrotizing renal papillitis should 
be suspected in any diabetic patient with a urinary 
tract infection, particularly if known nephropathy 
exists or if renal failure ensues. Obstructive uropathy 
should also focus attention on the possibility of nec- 
rotizing renal papillitis. The differentiation of nec- 
rotizing renal papillitis from acute pyelonephritis is 
merely one of degree, while perinephric abscess is 
more often suggested by sepsis and prominent lateral- 
izing signs with characteristic pyelographic changes. 
The visualization of ragged calices by retrograde 
pyelography is the only way to establish the diag- 
nosis of necrotizing renal papillitis clinically, unless 
one is fortunate enough to find a papillary cast. It is 
our impression that the diagnosis of necrotizing renal 
papillitis can be made clinically in a minority of cases 
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but can be reasonably. suspected in any diabetic dying 
in uremia. Oliguria and anuria are poor criteria of the 
presence or absence of necrotizing renal papillitis. 

Treatment of necrotizing renal papillitis should be 
directed primarily toward the prevention of urinary 
tract infection. Avoidance of catheter drainage when- 
ever possible would be important, for this is a major 
mode of contamination. The preponderance of females 
in the diabetic population suggests the need to re- 
emphasize the importance of proper perineal hygiene 
in all women. Vigorous treatment of all genitourinary 
infections with the correct antibiotic, as determined 
by urine culture and sensitivity studies, may help de- 
crease the occurrence of necrotizing renal papillitis 
in this very susceptible population. The need for 
eradication of any obstructive uropathy also needs 
emphasis. Our two patients with obstruction (cases 1 
and 4) both had bilateral pyelonephritis, yet necrotiz- 
ing renal papillitis was limited to the side with the 
obstruction. Good control of diabetes would be im- 
portant in prophylaxis, first by decreasing the inci- 
dence of nephropathy and second by affording the 
patient better resistance to infection. Nephrectomy in 
carefully selected cases may be life-saving. 


Summary 


Eleven cases of necrotizing renal papillitis were 
found in a group of 14,252 diabetics. Four patients 
showed close clinicopathological correlation, while in 
seven the disease seemed to be an incidental patho- 
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logical finding. In the patients with symptomatic 
necrotizing renal papillitis, evidence of infection and 
renal failure were prominent but oliguria and anuria 
were unusual. Eight of the 11 cases were unilateral. 
Ten patients died, and one was cured by nephrectomy. 
Measures for the prevention of papillitis should in- 
clude prevention and vigorous treatment of urinary 
tract infections, eradication of obstructive uropathy, 
and good control of diabetes. It should be recognized 
that necrotizing renal papillitis in a diabetic popula- 
tion is not at all uncommon and should be suspected 
whenever there is sepsis or progressive renal failure. 


West Grand Boulevard at Hamilton, Detroit 2 (Dr. White- 
house ). 
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CURRENT STATUS OF ARYL SULFONYLUREAS IN TREATMENT OF 
DIABETES MELLITUS 


Roger H. Unger, M.D. 


Joseph W. Davidson Jr., M.D., Dallas, Texas 


In the brief period since the German announcement 
of the effectiveness of the aryl sulfonylureas in the treat- 
ment of certain types of diabetes mellitus, efforts have 
been made, both in the United States and abroad, to 
clarify the therapeutic status of these agents and to 
elucidate the mechanisms by which they act. The 
purpose of this report is to review the rapidly accumu- 
lating information and to present the results of clinical 
trials of tolbutamide (Orinase) in the treatment of 
diabetes mellitus. 


Review of Literature 


In the clinical testing of certain new sulfonamide 
derivatives, German investigators noted that one com- 
pound, 1-butyl-3-p-aminobenzenesulfonylurea, desig- 
nated U-6987, occasionally induced somnolence, per- 
spiration, trembling, and hunger.' It was established 
that these symptoms resulted from a mild but con- 
sistent hypoglycemia induced by the drug, which was 
redesignated BZ-55, for blut-zucker. This drug has 
been given the nonproprietary name carbutamide, 
which will be used here. 





From the Department of Medicine, the University of Texas Southwestern 
Medical School, and the Department of Medicine, Veterans Administration 
Hospital. 


* Tolbutamide, an aryl sulfonylurea closely related 
to carbutamide, was used in the treatment of 18 
diabetic patients. Three were patients with diabetes 
of the severe labile type in whom insulin shock and 
ketosis were never far apart; six had moderately 
severe stable adult diabetes in which insulin had 
been required for adequate control; six had mild 
stable adult diabetes that could be adequately con- 
trolled by carbohydrate restriction without insulin; 
three had very mild adult diabetes. After a seven- 
day control period to establish base lines, the daily 
administration of tolbutamide was begun. The usual 
starting dose was 3 gm. by mouth as a 2% solution 
of tolbutamide in 0.5% sodium bicarbinate solution. 
The patients with labile diabetes receiving insulin 
did not benefit from tolbutamide in large doses, and 
profound hypoglycemic shock was encountered in 
one. The best results were seen among the 12 
patients who had stable diabetes requiring treat- 
ment of some sort; in 7 of these, the daily oral ad- 
ministration of tolbutamide in doses of 3 to 6 gm. 
per day diminished fasting hyperglycemia and sup- 
pressed glycosuria, but only one of the 7 had been 
in the group previously requiring insulin for adequate 
control of diabetes. 
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In October, 1955, Franke and Fuchs’ and Bertram, 
Bendfeldt, and Otto * published the results of clinical 
trials of carbutamide in the treatment of diabetes mel- 
litus. Reduction in blood sugar level and control of 
glycosuria were observed in 80% of diabetic patients 
receiving the drug. In April, 1956, the first American 
study of carbutamide therapy appeared in the liter- 
ature in the form of a preliminary report by Ridolfo 
and Kirtley ® confirming the German findings. Car- 
butamide, aside from its hypoglycemic properties, is a 
potent antibacterial agent. Substitution of a methyl 
group for the amino group of carbutamide (fig. 1) pro- 
duced a compound without antibacterial potency but 
with unimpaired hypoglycemic activity. This com- 
pound, 1-butyl-3-p-tolylsulfonylurea, was designated 
U-2043 by the Germans and is known in the United 
States as tolbutamide, or by the trade name Orinase. 
The work of Stoetter in Germany and of Miller and 


OHOH 
HN <> ~S-N-C-N-CH,CH,CH,CHs 
O 
I-butyl-3- p-aminobenzenesulfonylurea 
U-6987 
"BZ55" 
Carbutamide 
Ran 4 
H,C <D-S-N-C-N-CHCH,CH,CHs 
0 
|-butyl-3-p-tolysulfonylurea 
U-2043 
Tol butamide 
“Orinase" 
HN <> SO,NH» 
Sulfanilamide 








Fig. 1.—Chemical structure of two aryl sulfonylureas and sulfanilamide. 


Craig * and Kinsell, Brown, Friskey, and Michaels ° in 
the United States suggests that tolbutamide has an 
order of effectiveness similar to that of carbutamide 
in the treatment of diabetes. 
Pharmacology.—Carbutamide is rapidly absorbed 
from the gastrointestinal tract. In humans, after an 
orally given dose of 2 gm., blood levels of carbutamide 
rise almost vertically to peaks of about 14 mg. per 
100 cc. within three to six hours, after which a slow 
decline begins. According to Achelis and Hardebeck,”® 
acetylation of carbutamide does not appear to exceed 
8 to 10%. Urinary concentrations of carbutamide, un- 
like those of other sulfonamides, are low and are pre- 
dominantly in the acetylated form, suggesting a 
preferential excretion of acetylated carbutamide with 
reabsorption of free carbutamide. By virtue of this 
slow elimination, it behaves as a long-acting or “depot” 
sulfonamide in respect to its antibacterial effect, re- 
quiring, after an initial 4-gm. dose, only single daily 
l-gm. doses for maintenance of effective blood levels. 
This long-acting property may be of significance in its 
antidiabetic action as well. Others, however, have re- 
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ported 66% of urinary carbutamide to be in the free 
state.* Laboratory and clinical investigations have 
demonstrated antibacterial activity against many of the 
anticipated organisms, and the drug has been used 
successfully in the treatment of pneumonia, pharyn- 
gitis, and related illnesses.° 

At blood carbutamide levels of 20 to 25 mg. per 100 
cc., the blood sugar levels of normal fasting subjects 
will decline from a range of 100 to 110 mg. per 100 cc. 
to 70 to 80 mg. per 100 cc. for several hours, regardless 
of whether the material is given orally or intraven- 
ously.* Occasionally mild hypoglycemic symptoms are 
encountered, but severe reactions are unknown in 
humans. 

While published pharmacological studies of tolbuta- 
mide are still incomplete, this drug appears to differ 
from carbutamide primarily in respect to bacteriostasis, 
which property it lacks. There seems to be little dif- 
ference between the two in respect to hypoglycemic 
activity. Hypoglycemic responses have been induced 
by tolbutamide in mice, dogs, cats, rabbits, monkeys, 
and humans.’ Premixing of the substance with a so- 
dium bicarbonate solution sufficient to give a pH of 
7.5 exaggerates the hypoglycemic response in rabbits.’ 
Tolbutamide levels in the blood rise promptly after 
oral administration of the drug. According to Kinsell 
and co-workers,’ the degree of its conjugation may 
influence its therapeutic effect in diabetics. In one 
patient with juvenile diabetes who responded to 
tolbutamide therapy with a decrease in insulin re- 
quirements, most of the drug was excreted in conju- 
gated form; in another who did not respond, the 
greater portion of urinary tolbutamide was in the free 
form.” Acidification of urine is reported to precipitate 
a metabolically inactive excretion product,* in which 
the methyl group has been oxidized to a carboxyl 
radical." At first these drugs were administered in ini- 
tial doses of 3 gm.’ followed by daily doses of 2 gm., 
and reduced to 1 gm. per day if clinical results per- 
mitted. However, in subsequent studies, dosages have 
varied from | to 12 gm. per day. 

Toxicity. —Carbutamide and tolbutamide appear to 
be relatively nontoxic drugs. The L.D.,5» of orally given 
carbutamide in mice is 4 gm. per kilogram,’ while 
that of tolbutamide is 2.5 to 3 gm. per kilogram.” Doses 
of 150 mg. per kilogram of tolbutamide given to dogs 
daily for two weeks produced no detectable patho- 
logical changes on gross and histological examination. 
The results of prolonged administration of these com- 
pounds to animals are under study,’ but to date no 
pathological changes other than thyroid hyperplasia 
have been reported.® Liver, kidneys, and pancreas 
seem otherwise to be unaffected by tolbutamide, and 
weight loss, crystalluria, and peripheral blood or bone 
marrow changes have not as yet been recorded in 
these animals.’ Severe hypoglycemia cannot be pro- 
duced, regardless of dosage, except in rabbits when the 
drug is premixed with sodium bicarbonate.’ 

In humans, careful follow-up studies have revealed 
no serious untoward reactions thus far. Drug fever and 
drug eruptions due to carbutamide were encountered 
by German investigators in as high as 7.3% of patients,” 
but in all cases prompt remission followed termination 
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of therapy. One case of jaundice has been reported in 
a German patient receiving carbutamide, but the 
prodromal symptoms of infectious hepatitis antedated 
the administration of the drug. Exhaustive studies of 
the urine, of hepatic and renal function, and of the 
blood in patients treated with carbutamide have been 
negative thus far.* Crystalluria has not been demon- 
strated even at blood levels as hig’. «= 900 mg. per 100 
ce.* One patient with high bloc. 2a. mide levels 
developed mental clouding, wh cieared up on 
lowering the dosage. This same patient subsequently 
developed a skin rash and leukopenia, with a leukocyte 
count of 1,900 per cubic millimeter.* Very large doses 
of tolbutamide are reported to produce transient gran- 
ulocytopenia due to a maturation arrest.* Reduction 
in radioactive iodine (I'*’) uptake has been observed 
during the administration of these agents.’ Except 
when they are given concomitantly with insulin, these 
drugs do not produce serious hypoglycemic shock in 
humans. 

Clinical Results.—Franke and Fuchs' have reported 
that carbutamide reduced or corrected hyperglycemia 
and glycosuria in approximately 80% of their series of 
50 diabetics. These favorable results were obtained in 
mild and moderately severe cases of adult diabetes, 
while the therapeutic failures occurred in the patients 
with severe juvenile diabetes, and in those in whom 
there was complicating infection or ketosis. Bertram 
and co-workers* have published the results of the 
treatment of 82 diabetics with carbutamide. In a group 
of 28 patients over the age of 49 with mild cases of 
diabetes, none of whom had been receiving insulin, 
all but 3 experienced significant reduction in fasting 
hyperglycemia and glycosuria. Of 38 diabetics treated 
with insulin in the same age group, in 28 the diabetes 
was satisfactorily controlled when carbutamide was 
abruptly substituted for insulin. In a third group of 10 
patients, ranging in age from 15 to 40 years, with 
labile juvenile diabetes, carbutamide therapy did not 
significantly alter insulin requirements, although its 
inception was often attended by hypoglycemic reac- 
tions. The authors concluded that carbutamide is ef- 
fective in diabetes of the “adult” type, characterized 
by mildness and stability of the disease, by a relative 
tolerance or hyposensitivity to insulin, by maturity at 
onset, and often by obesity. In contrast, failure to re- 
spond could be expected in the “juvenile” type of 
diabetes, characterized by severity and lability of the 
disease, by insulin sensitivity, by onset during youth, 
and by normal or subnormal weight. In addition, long 
duration of the disease in either type seemed to augur 
poor response. The results of these studies were con- 
firmed in the United States by Ridolfo and Kirtley,* 
who reported a high percentage of therapeutic success 
in their series of 18 diabetics treated with carbutamide. 
Tolbutamide, though less extensively tested at first, 
has been reported to give comparable results."° 


Mechanism of Action 


The precise mechanism by which the aryl sulfo- 
nylurea drugs exert their hypoglycemic action remains 
to be elucidated. The original German workers "’ be- 
lieved that these agents acted upon the alpha-cell 
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system of the pancreas, causing a decrease in glucagon 
production. This antiglucagon theory is weakened by 
observations that alloxan diabetes, in which alpha-cell 
activity remains intact, does not respond to the 
sulfonylureas.® 

A second hypothesis has been offered by Mirsky. 
His studies** of insulin degradation and those of 
Elgee and co-workers '* have led him to conclude that 
there exists in tissues a specific enzyme, insulinase, re- 
sponsible for insulin inactivation or destruction. Ac- 
cording to Mirsky,’* insulinase is counterbalanced by 
an insulinase inhibitor normally present in certain 
tissues. He has postulated that deficiency of insulinase 
inhibitor may be responsible for increased insulin de- 
struction, resulting in the stable, insulin-tolerant type 
of diabetes so characteristic of the adult form of the 
disease."* Mirsky ** has further demonstrated that in- 
sulinase activity and degradation of insulin are dimin- 
ished by very high concentrations of tolbutamide, and 
he suggests, therefore, that the drug is a noncompet- 
itive insulinase inhibitor and thereby slows the destruc- 
tion of endogenous insulin. 

Certain objections to the Mirsky hypothesis have 
been raised. If insulin-sparing were the mechanism 
of sulfonylurea action, one would expect metabolic 
alterations identical to those produced by insulin. 
Yet, whereas insulin induces glycogen accumulation 
in the muscles, the sulfonylureas do not.'** In further 
contrast to insulin-induced hypoglycemia, sulfonlyurea- 
induced hypoglycemia is accompanied by a more 
consistent increase in hepatic glycogen.'* Another ob- 
jection is the failure of sulfonylures to enhance, with 
any degree of consistency, the effect of exogenous 
insulin in patients with labile juvenile diabetes. Final- 
ly, Vaughan *’ has shown in vitro that tolbutamide in 
concentrations comparable to those producible in vivo 
does not cause insulinase inhibition. Her in vitro 
studies indicate that tolbutamide, which markedly 
diminishes epinephrine and glucagon-induced glucose 
release from rat liver slices, may do so by inhibiting 
one or more of several hepatic enzymes. Possible sites 
of action include glucose-6-phosphatase, phospho- 
glucomutase, or phosphokinase. '* 

Failure of the sulfonylureas to modify glucagon and 
epinephrine-induced hyperglycemia in vivo * has led 
to alternative speculation. Suppression of gluconeo- 
genesis rather than of glycogenolysis may be the cru- 
cial action. Another theory, suggested by French 
workers, is that the sulfonylureas enhance beta-cell 
activity, thereby increasing insulin levels. Degranula- 
tion of beta cells is said to follow their administration, 
an observation that would support this concept. 


Clinical Material 


The 18 patients used in this study were diabetics 
admitted to the Dallas Veterans Administration Hos- 
pital. They were arbitrarily divided into four groups 
according to the type and severity of their disease. 
Group 1 includes three cases of the severe labile type 
usually seen in juvenile diabetics. In these cases insulin 
shock and ketosis were never far apart and discontin- 
uation of insulin therapy was, therefore, impossible. 
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The patients ranged in age from 34 to 65. Onset of 
disease had been at the age of 24 in two cases and at 
59 in the third. All were slim, though not malnourished. 

Group 2 consisted of five individuals who had mod- 
erately severe stable diabetes, requiring insulin for 
adequate control. Withdrawal of insulin for 10 days or 
more in these patients was followed by an increase in 
glucose excretion to 25 gm. or more per day. They 
ranged from 51 to 65 years of age and, in all, diabetes 
had been discovered when the patient was over 40 
years of age. Slight obesity was present in only one. 
This group included one patient (see table, patient 1, 
group 2) whose diabetes first became manifest while 
he was receiving high doses of steroids to suppress 
pemphigus. 

Group 3 was composed of six patients with mild 
adult diabetes, with fasting blood sugar levels of over 
150 mg. per 100 cc., who excreted less than 25 gm. of 
glucose per day during the control period. Their ages 
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Tolbutamide therapy was begun after a stable base 
line of seven days or more had been completed. The 
usual starting dose was 3 gm. given each morning on 
awakening. In all but the first three cases the drug was 
administered as 2% tolbutamide in 0.5% sodium bi- 
carbonate solution. In these three cases, the patients 
were later re-treated with the tolbutamide solution. 
Whenever possible, on the first day of therapy food 
was withheld until six hourly blood sugar level deter- 
minations had been made so as to determine the 
degree of hypoglycemic response, if any, to a 3-gm. 
test dose of the drug. The 3-gm. dose would then be 
continued daily for five days or more, and, if response 
was unsatisfactory, the dose was raised in 3-gm. incre- 
ments until satisfactory response was obtained. If at a 
daily dose of 12 gm. no favorable effect had been ob- 
served, administration of the drug was discontinued. 

Evaluation of therapeutic results was based on 
whether the drug produced “worthwhile improvement 





Effect of Tolbutamide Therapy on Mean Fasting Blood Sugar Levels and Mean Daily Glucose Excretion of Twelve Diabetics 
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Estimated Insulin Blood Sugar Mean Glucose Blood Sugar Mean Glucose 
Duration Dosage-Study Levels, Excretion Levels, Excretion, Tolbutamide 
Group Patient Age, Yr. of Diabetes Periods, Units Mg./100 Ce. Gm./24 Hr. Mg./100Ce. Gm./24 Hr. Gm./Day 
1 1 34 11 yr. 40 isophane 490 35.6 503 21.8 3- 9 
20 regular (270-590) * (34.6-36.6) (390-574) (8.24-34.4) 
2 35 10 yr. 30 isophane 294 Not done 276 32 3-12 (6 b.i.d.) 
(184-278) (133-468) (4-100) 
3 65 6 yr. 35 isophane 193 26.6 30¢ 29 6-12 (6 b.i.d.) 
(152-302) (12.2-54) (217-434) (0-98) 
2 1 58 3 yr. 0 211 30.4 192 24.1 6 
(152-278) (16.5-46.4) (152-206) (7.4-38.7) 
2 61 1 mo. 0 333 74.1 322 67.7 3-12 (6 b.i.d.) 
(331-340) (50-103.2) (295-355) (28.5-109) 
3 61 14 «yr. 0 Not done Not done 282 26.3 3-12 
(233-340) (10.4-39.7) 
4 65 27 soyr. 0 186 25.7 221 28.9 3- 6 
(149-217) (11.9-50.5) (200-242) (10.7-54.5) 
5 51 e 38. 0 220 61.9 219 65.5 12 (6 b.i.d.) 
(205-235) (35-88) (195-242) (8.1-140) 
6 59 5 yr. 0 260 35.5 200 0 3t 
(223-313) (19.5-43.6) (152-286) 
3 1 38 3 yr. 0 173 21 143 0 3 
(149-211) (18-29) ( 96-172) 
3 45 3 wk. 0 162 7.1 113 0 3 
(139-184) (4.7-11.1) ( 93-134) 
3 61 2Yeyr. 0 278 10.9 247 4.7 3 
(168-331) (9.3-14.5) (223-278) (0-35) 
232 1.8 6 
(217-242) (0-9) 
165 0 12 (b.i.d.) 
(156-190) 
183 0 6 at bedtime 
(156-217) 
*Figures in parentheses indicate range. 
+Patient 6 in group 2 was subsequently treated with 6 gm. of tolbutamide at bedtime, with reduction in mean fasting blood sugar level to 163 me./100 ec. 


ranged from 38 to 61 years, and known duration of 
their diabetes was from three weeks to three years. 
One patient was slightly obese. In all cases glycosuria 
had been adequately controlled without insulin by 
carbohydrate restriction. Group 4 consisted of four 
patients with very mild adult diabetes whose fasting 


blood sugar levels never exceeded 150 mg. per 100 cc. : 


and whose daily excretion of glucose did not exceed 
1 gm. per day during the control period. 

With the exception of the three patients in group | 
with labile diabetes, administration of insulin was dis- 
continued in all patients for a control period of at 
least seven days prior to treatment with tolbutamide. 
In group 1 insulin dosages were reduced until the fast- 
ing blood sugar levels exceeded 250 mg. per 100 cc. 
and the daily glucose excretions exceeded 25 gm. Diets 
were prescribed according to the caloric requirements 
of the patient and were kept constant thereafter. 
Weights were checked daily. 


in diabetic control” in patients receiving the calorically 
adequate diets. “Worthwhile improvement” was de- 
fined as suppression or substantial decrease in glyco- 
suria or, if glycosuria had not been present before 
treatment, a reduction of 25% or more in the mean 
fasting blood sugar level. Minor decreases in the blood 
sugar level of doubtful clinical value were not counted 
as favorable responses. For example, a drop in the 
mean fasting blood sugar level from 145 to 130 mg. 
per 100 cc. in a patient with mild, previously aglyco- 
suric diabetes was not considered a worthwhile result. 


Methods 


Fasting blood sugar levels were determined each 
morning by the Folin-Wu method,’* and determina- 
tions of 24-hour glucose excretion were made daily. 
Urinalyses, including examinations for crystalluria, 
were done twice weekly and complete blood cell 
counts, platelet counts, determinations of the blood 
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urea nitrogen and blood cholesterol levels, and liver 
function tests were done periodically. Sulfobromo- 
phthalein (Bromsulfalein) excretion, I '** uptake, and 
protein-bound iodine level were determined in most 
cases before and at the end of tolbutamide therapy. 


Results 


Clinical Effectiveness.—Worthwhile improvement in 
control of diabetes, as defined above, was achieved 
in 7 of the 18 patients treated with tolbutamide (see 
table). This is an over-all response rate of 39%. In all 
patients weight remained constant throughout the pe- 
riod of observation. 

Group |: In the three patients in group 1 with severe 
labile diabetes, tolbutamide, administered after lower- 
ing insulin dosage to levels below the minimal require- 
ments for adequate control, did not diminish glycosuria 
or fasting hyperglycemia in any case (see table). In 
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Fig. 2.-Therapy and course of patient 1, group 1 (see table), under- 
weight, ‘with labile diabetes of 11 years’ duration, receiving inadequate 
doses of insulin (35 to 80 units). Addition of tolbutamide in doses of 6 
and 9 gm. daily is associated with gradual deterioration of control and 
alarming episodes of hypoglycemic shock. 


one patient with extremely labile diabetes (fig. 2), 
profound insulin shock occurred on the fourth day of 
tolbutamide therapy, but daily fasting blood sugar 
levels and urinary glucose excretion increased pro- 
gressively until, at dosage levels of 12 gm. daily, ad- 
ministration of the drug was discontinued and insulin 
dosage increased. Although severe hypoglycemic shock 
was not encountered in the other two patients, gradual 
deterioration in control was noted despite daily doses 
of 9 to 12 gm. In one (fig. 3) discontinuation of tolbu- 
tamide therapy without change in insulin dosage or 
diet was followed the next day by a startling drop in 
the fasting blood sugar level and glycosuria from 468 
mg. per 100 cc. and 129 gm. to 53 mg. per 100 cc. and 
0 gm., respectively, requiring prompt reduction in insu- 
lin dosage from 40 to 25 units. This apparent improve- 
ment was short-lived, however. 

Group 2: In the patients in group 2 with moderately 
severe though stable adult diabetes, insulin withdrawal 
during the base-line period was followed by stabiliza- 
tion of the disease in a state of poor control, with 
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fasting blood sugar levels of from 186 to 380 mg. per 
100 cc. and daily glucose loss of from 25 to 80 gm. 
The administration of tolbutamide in doses as high 
as 12 gm. per day produced benefit in only one patient 
(see table, patient 6, group 2). In all other cases tol- 
butamide therapy was abandoned after two weeks 
and insulin therapy reinstituted in doses ranging from 
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Fig. 3.—Therapy and course of patient 2, group 1 (see table), not obese, 
with labile diabetes of 10 years’ duration, receiving inadequate doses of 
insulin. Progressive deterioration in control occurs while patient is receiving 
tolbutamide; its abrupt withdrawal was followed by apparent improvement 
of short duration. 


15 to 45 units of isophane (NPH) insulin daily. Three 
of the four patients whose diabetes was clinically un- 
responsive had had favorable hypoglycemic responses 
to the test dose of tolbutamide when food was with- 
held on the first day of treatment. This responsiveness 
in the fasting state did not necessarily indicate clinical 
responsiveness on a calorically adequate diet. 
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Fig. 4.—Typical chart of patient with tolbutamide-responsive diabetes 
(patient 3, group 3 [see table], not obese, with stable diabetes of 2% years’ 
duration and with old cerebrovascular accident), illustrating relationship 
of dosage and time of administhation to therapeutic effect. 


Group 3: Tolbutamide in doses of 3 gm. per day 
quickly diminished fasting hyperglycemia to levels well 
below 200 mg. per 100 cc. and completely eradicated 
glycosuria in the group 3 patients with mild adult 
diabetes, in all of whom the diabetes had been con- 
trolled on diet alone. It appeared that bedtime ad- 
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ministration of the drug resulted in somewhat lower 
fasting blood sugar levels than did morning doses, but 
in most cases glycosuria ranging from 7.1 to 21 gm. 
per day before treatment disappeared, regardless of 
the time of administration. In one case (fig. 4) 6 gm. 
per day was necessary to suppress glycosuria com- 
pletely. All patients in this group have been dis- 
charged, with instructions to continue taking 3 gm. of 
tolbutamide at bedtime, and their cases are being 
followed. 

Group 4: The patients in group 4 with very mild 
adult diabetes were aglycosuric without any treat- 
ment, and their fasting blood sugar levels, though ele- 
vated, never exceeded 150 mg. per 100 cc. during the 
period of observation. All experienced significant hypo- 
glycemic responses to test doses of tolbutamide, but 
reductions in these minimally elevated fasting blood 
sugar levels during tolbutamide therapy were not 
important enough to warrant prolonged administration 
of the drug. In one patient, amelioration of the oral 
glucose-tolerance curve was noted, though it re- 
mained distinctly diabetic in character. Since no treat- 
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Fig. 5.—Typical chart of patient with mild, tolbutamide-responsive dia- 
betes (patient 2, group 3 [see table], not obese, with stable diabetes of three 
weeks’ duration). 


ment other than avoidance of sugar was warranted in 
these patients, it would seem unfair to consider them 
in the final analysis of the therapeutic efficacy of the 
drug. 

ToxicityNo untoward reactions were encountered 
in any of the 18 patients receiving tolbutamide. In 
none of the patients was weight loss, crystalluria, fever, 
or drug rash noted. No significant changes in complete 
blood cell counts, platelet counts, prothrombin times, 
hepatic function tests, urinalyses, determinations of 
cholesterol levels, sulfobromophthalein excretions, or 
[’** uptakes were observed during the period of hos- 
p:talization. 

Clinical Evaluation 

These results are essentially similar to those of pre- 

vious authors. Any apparent differences result from 


variations in opinion as to the severity of diabetes and 
the indications for insulin administration. One source 
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of error in evaluating the sulfonylureas stems from the 
fact that many patients with mild diabetes receive 
insulin unnecessarily, sometimes in rather large doses. 
Since in a surprising number of such patients the dia- 
betes remains controlled after insulin withdrawal, 
abrupt substitution of a sulfonylurea drug for insulin 
without an intervening control period, as had been 
done in the earlier studies, can be misinterpreted as a 
favorable response and is not a valid method of study. 
A control period of insulin withdrawal should always 
precede the start of tolbutamide therapy in order to 
obtain a true picture of the therapeutic effect of the 
drug. 

The questions of optimal dosage and time of admin- 
istration require further study. It is our impression 
that 3 to 6 gm. of tolbutamide per day is needed in 
most patients to obtain maximal control. Bedtime 
doses, as might be expected, were superior to morning 
doses in lowering the fasting blood sugar level, though 
glycosuria was similarly suppressed by either. In one 
patient, premixing of tolbutamide with 0.5% sodium 
bicarbonate solution to form a 2% solution of tolbuta- 
mide seemed to be more effective than the tolbutamide 
tablets, and this method of administration was used in 
all subsequent cases. Sodium salts of tolbutamide may 
prove more effective by virtue of more complete in- 
testinal absorption. A final observation of interest is 
that several patients with good hypoglycemic re- 
sponses to test doses of tolbutamide given in a fasting 
state failed to have worthwhile clinical responses to 
identical doses given after they had resumed their 
diets. 

Comment 


The foregoing data seem to confirm previous clini- 
cal studies of the sulfonylureas and make possible cer- 
tain tentative conclusions as to their current status in 
the treatment of diabetes mellitus. In the first place, it 
now seems abundantly clear that the sulfonylureas 
have no place in the therapy of labile diabetes. The 
danger of profound hypoglycemic reactions when in- 
sulin and sulfonylureas are given concomitantly to 
patients sensitive to insulin is considerable, particularly 
in the first week of therapy. Furthermore, there has 
been inadequate evidence that therapeutic benefit in 
this group ever occurs, and we have the impression 
that tolbutamide may at times aggravate the severity 
of the disease, as in the patient referred to in figure 3, 
whose condition seemed to deteriorate more rapidly 
when he was receiving large doses of the drug, but who 
improved dramatically when tolbutamide therapy was 
abruptly discontinued without change in insulin dos- 
age or diet. It is possible that those sporadically re- 
ported patients with labile diabetes in whom sulfonyl- 
urea therapy seemed to permit a reduction in insulin 
dosage had been receiving overdoses of insulin prior to 
this. To eliminate this possibility, the insulin dosage 
should always be reduced to subminimal levels prior 
to the introduction of a second therapeutic agent. 

The therapeutic activity of the sulfonylureas seems 
to be limited to stable diabetes, of which there were 15 
cases in the present series. However, the three group 4 
patients had diabetes that was too mild to have re- 
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quired treatment, and, although they “responded,” the 
potential range of response was not wide enough to be 
considered worthwhile. Exclusion of these patients 
from consideration leaves 12 patients who had stable 
diabetes and who required treatment of some sort; in 
six cases insulin therapy had been necessary for ade- 
quate control of glycosuria, and in six diet alone had 
been effective. Of the six patients requiring insulin, in 
only one could the diabetes be controlled with tol- 
butamide, while in the group in which the diabetes 
was previously controlled by diet alone, all six re- 
sponded to this drug. In other words, of the seven pa- 
tients with diabetes adequately controlled with tol- 
butamide (58% of the 12), only one had diabetes that 
was severe enough to have previously required insulin 
for control, while in all others the diabetes had been 
controlled with diet alone. 

Speculation as to the ultimate place of the sulfonyl- 
ureas in diabetotherapy is tempting though prema- 
ture. Should long-term administration prove safe, most 
patients with stable diabetes would deserve a trial of 
sulfonylurea therapy. It is again emphasized that the 
drug should be given only after all previous treatment 
has been discontinued, so as to evaluate properly the 
therapeutic benefit. Thus, these drugs may make less 
stringent dietary restriction possible in many non- 
obese patients with stable diabetes, and to a lesser 
extent may replace insulin therapy in other patients 
with this type of diabetes who now require it for con- 
trol. In addition it may provide an alternative to insulin 
therapy in certain obese diabetics who have been un- 
successful in attempts at weight reduction. One might, 
therefore, venture to predict a niche in the therapeutic 
spectrum between insulin treatment and dietary re- 
striction. A final observation of note was the failure of 
tolbutamide therapy to improve control of diabetes re- 
sulting from steroid administration. 


Summary and Conclusions 


In a study of the effect of tolbutamide (Orinase ) 
therapy in 18 diabetics, daily oral administration of 
tolbutamide in doses of 3 to 6 gm. per day suppressed 
glycosuria and diminished fasting hyperglycemia in 7 
of 12 patients with stable adult diabetes. All but one 
of the seven diabetics who responded to treatment had 
conditions that were mild enough to be adequately 
controlled by diet alone. In only one case had insulin 
therapy been necessary for adequate control of the 
disease. Tolbutamide in large doses did not benefit 
patients with labile diabetes and caused hypoglycemic 
shock in one patient. One patient with diabetes pro- 
voked by steroid therapy did not benefit from tol- 
butamide. 

Addendum 


In continuing clinical trials of tolbutamide, two 
instances of skin reactions have been encountered. In 
one patient, diffuse erythema of the entire body ap- 
peared within four hours of the first dose but disap- 
peared despite continued administration of tolbuta- 
mide. In the other patient, urticaria appeared but 
subsided without interruption of therapy. 


4500 S. Lancaster Rd. (2) (Dr. Unger). 
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The tolbutamide used in this study was supplied as Orinase by Dr. C. J 
O'Donovan of the Upjohn Company, Kalamazoo, Mich 
Drs. Donald W. Seldin and Holbrooke S. Seltzer aided in the preparation 
of this report. ' 
References 


1. Franke, H., and Fuchs, J.: Ein neues antidiabetisches Prinzip: Er- 
gebnisse klinischer Untersuchungen, Deutsche med. Wchnschr. 80: 1449- 
1452, (Oct. 7) 1955. 

2. Bertram, F.; Bendfeldt, E., and Otto, H.: Uber ein wirksames pe- 
rorales Antidiabeticum (BZ-55), Deutsche med. Wechnschr. 80: 1455-1460 
(Oct. 7 ) 1955. 

3. Ridolfo, A. S., and Kirtley, W. R.: Clinical Experiences with Carbuta- 
mide, an Orally Given Hypoglycemic Agent, J. A. M. A. 160: 1285-1288 
(April 14) 1956. 

4. Miller, M., and Craig, J. W.: Hypoglycemic Effects of 1-Butyl-3-p- 
Toluene Sulfonylurea Given Orally in Human Diabetic Subjects (Prelimi- 
nary Report), Metabolism 5: 162-164 (March) 1956. 

5. Kinsell, L. W.; Brown, F. R., Jr.; Friskey, R. W., and Michaels, G. D 
Insulin-Sparing Sulfonamides, Science 123: 585 (April 6) 1956. 

6. Achelis, J. D., and Hardebeck, K.: Uber eine neue blutzuckersenkende 
Substanz: Vorliufige Mitteilung, Deutsche med. Wchnschr. 80: 1452-1455 
(Oct. 7) 1955. 

7. Orinase, Oral Hypoglycemic Agent, Kalamazoo, Mich., the Upjohn 
Company, 1956. ; 

8. Fajans, S. S., and others: Aryl Sulfonylurea Compounds in Normal 
Man and in Diabetic Subjects, Metabolism, to be published. 

9. Louis, L. H., and others: The Structure of a Urinary Excretion Product 
of 1-Butyl-3-p-Tolylsulfonylurea (Orinase), to be published. 

10. Mirsky, I. A.; Diengott, D., and Dolger, H.: Hypoglycemic Action of 
Sulfonylureas in Patients with Diabetes Mellitus, Science 123: 583-585 
(April 6) 1956. Footnotes 4 and 5. 

11. Footnotes 1, 2, and 6. 

12. Mirsky, I. A., and Broh-Kahn, R. H.: Inactivation of Insulin by Tis- 
sue Extracts: I. Distribution and Properties of Insulin Inactivating Extracts 
(Insulinase), Arch. Biochem. 20: 1-9 (Jan.) 1949. Mirsky, I. A., and Peri- 
sutti, G.: Inactivation of Insulin by Liver Slices of Rat, Endocrinology 
52: 698-704 (June) 1953. Mirsky, I. A.; Perisutti, G., and Dixon, F. J.: 
Destruction of I'* Labeled Insulin by Liver Slices, Proc. Soc. Exper. Biol. 
& Med. 86: 228-230 (June) 1954. 

18. Elgee, N. J.; Williams, R. H., and Lee, N. D.: Distribution and Deg- 
radation Studies with Insulin-I"™, J. Clin. Invest. 33: 1252-1260 ( Sept.) 
1954. 

14, Mirsky, I. A.: Role of Insulinase and Insulinase-Inhibitors, Metab- 
olism 5: 138-143 (March) 1956. 

15. Mirsky, I. A.; Perisutti, G., and Diengott, D.: Inhibition of Insulinase 
by Hypoglycemic Sulfonamides, Metabolism 5: 156-161 (March) 1956. 

15A. Miller, W. L., Jr., and Dulin, W. E.: Orinase, a New Hypoglycemic 
Compound, Science 123: 584-585 (April 6) 1956. 

16. Footnotes 1, 7, and 8. 

17. Vaughan, M.: In Vitro Studies on Action of Sulfonamide Hypo- 
glycemic Agents, Science 123: 885-886 (May 18) 1956. 

18. Folin, O.: Two Revised Copper Methods for Blood Sugar Determina- 
tions, J. Biol. Chem. 82: 83-93 (April) 1929. 





Old Age.—The ability to learn “new things” declines with old 
age. There is more difficulty to comprehend visual or verbal 
stimuli which present new concepts and then to relate them to 
past experience. New situations, heretofore never experienced, 
calling for a new approach are troublesome to oldsters. In old 
age, tasks are more slowly performed, but accuracy and quality 
of performance may be better. The older person will do less well 
under time-stress. Rapid perception and motor coordination, 
known as “reaction time,” decline with old age. Recent and 
immediate memory functions less well. Sensory acuity is often 
diminished. However, reasoning ability, finesse, “experience,” 
and creativeness remain strong. Many years of living may bless 
one with a sensible sort of judgment and practical wisdom 
exercised very usefully in the affairs of everyday life. When 
abilities involving speed and time stress are removed, the differ- 
ence of functioning between older and younger persons is less 
marked. It is noteworthy that some people “mellow” as they 
grow older. There occurs a passive but seemingly happy ac- 
quiescence, riding along with life and age as they come rather 
than fighting them. The relief from responsibility, competitive- 
ness, action and aggressiveness of youth appears welcome. A 
serene philosophy of life seems gradually to have accumulated. 
Somehow, continued everyday living has been of therapeutic and 
maturing value so that oldsters may be more comfortable within 
themselves than they were when they were younger.— J. A. Aita, 
M.D., The Ingredients of Old Age, The Nebraska State Medical 
Journal, May, 1956. 
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ACCIDENTAL CHEMICAL POISONINGS IN CHILDREN 


Harold Jacobziner, M.D., New York 


Chemical poisonings (excluding those due to gas) 
are the third leading cause of death in children under 
6 years of age in New York City. More children in this 
age group died from accidental poisonings in 1953 in 
New York City than from the following communicable 
diseases combined: measles, rubella (German measles), 
rheumatic fever and other streptococcic infections, 
poliomyelitis, diphtheria, whooping cough, and scarlet 
fever. During the same period 400 such deaths were 
reported in the same age group for the United States 
as a whole.’ It is significant that the death rate from 
accidental poisoning in this group in the United States 
is fourfold that prevailing in England.” 

The ever-increasing number of new chemical sub- 
stances, drugs, and household preparations that ap- 
pear on the market daily and soon find their way into 
homes influence the incidence of, and are perhaps re- 
sponsible for, the substantial rise in accidental chem- 
ical poisonings. This study was designed to define and 
identify the various determining biological and en- 
vironmental factors and to obtain more precise infor- 
mation on the epidemiology of fatal and nonfatal ac- 
cidental poisonings. 


Method of Study 


Epidemiological investigations were made on 454 
patients treated at hospitals. These investigations in- 
cluded hospital and home visits by sanitary inspectors 
of the environmental sanitation services. In selected 
cases, home visits were also made by public health 
nurses * and, in the case of lead intoxication, by epi- 
demiologists of the bureau of preventable diseases. 
The analyses included identifying data, age, sex, race, 
type of poison, brand name (if any), location of poison, 
whether self-administered or given by another indi- 
vidual, amount ingested, symptoms, type of treatment 
(outpatient department or inpatient department), hos- 
pital diagnosis, laboratory determinations, and other 
pertinent remarks. This report is limited to 454 cases 
of chemical poisoning and 80 cases of lead intoxica- 
tion, and only verified hospital diagnoses are included. 


Results 


The changes and variations with age are shown in 
table 1. The largest number of poisonings occurred 
in persons aged one; cases in this age group accounted 
for 34% of all poisonings. The next most dangerous 
age was 2 years. Aspirin was the chief offender in 
persons aged 2 and 3. Nearly 84% of all reported 
poisonings in children under 16 years of age occurred 
in children aged 1 to 4. The high incidence in this age 
group is undoubtedly related to the child’s stage of 
growth and development. While given to exploration, 
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¢ The possibility of preventing accidental poisoning 
(by chemicals other than illuminating gas) was 
studied by analyzing 454 cases that occurred in chil- 
dren under the age of 16 in New York City in 1954. 
Drugs were responsible for 47% of all poisonings, 
with aspirin ranking first and barbiturates second in 
this category. Among other chemicals, household 
bleaches were the chief offenders. Of the total of 
454 cases, 84% occurred in children of the 0-3 year 
age group, and in this group lead was the responsi- 
ble substance in 87% of the cases. Investigation of 
the circumstances generally revealed certain house- 
hold practices as being at fault; in some environ- 
ments the careless handling of materials, poor choice 
of storage places, and reckless changing of contain- 
ers made eventual poisoning so likely that it could 
hardly be called accidental. Sanitary inspectors ob- 
tained valuable information, and visits by public 
health nurses proved effective in eliminating hazards. 
The physician can provide considerable health edu- 
cation during office visits, but he can also do much 
by observing existing health hazards during his home 
visits. 





the child has not yet learned through experience suf- 
ficient caution nor has he received the necessary edu- 
cation or protection from the adults in the family. 
Types of Agents.—The various types of poisonings 
are listed in table 1. The number of individual sub- 
stances involved is so numerous that a grouping by 
categories is necessary. Drugs were responsible for 
47% of all poisonings in this study. Aspirin, particular- 
ly flavored or candied, was the chief offender, ac- 
counting for 75 occurrences, or 16.5% of all poisonings. 
Barbiturates were the next most frequent offenders in 


TABLE 1.—Cases of Accidental Chemical Poisoning, 
by Age of Patient 


Under 10-15 Un- 
Type Total 1Yr. 1Yr. 2Yr. 3 Yr. 49 Yr. Yr. known 
Drugs 213 11 40 74 43 29 16 = 
Aspirin 75 5 9 82 20 7 2 
Barbiturates 21 1 3 7 3 3 4 
Other 117 5 2% 35 20 19 10 
Cosmeties 15 1 7 4 1 2 
Household 
preparations 180 6 88 54 14 16 1 1 
Benzine 19 “a 8 s m3 3 "s 
Bleach 34 on ll 14 3 5 i 1 
Kerosene 18 1 14 2 ne 1 on -~ 
Lye 15 H 4 3 4 3 oe 
Other 94 4 fl 27 7 4 1 
Insecticides and 
rodenticides 46 5 18 9 6 4 3 1 
Mouse seeds 15 1 6 4 3 ae 1 ” 
Other 31 4 12 5 3 4 2 1 
Total 454 23 153 141 64 51 20 2 


this category, followed by cosmetics. Of the house- 
hold preparations, bleaches were the agents chiefly 
involved, accounting for 34 occurrences, followed by 
benzine and kerosene. Aspirin, barbiturates, bleaches, 
benzine, kerosene, lye, rodenticides, and insecticides 
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were responsible for over 50% of all poisonings. Thus, 
if elementary precautionary measures had been taken 
with regard to these substances, over 50% of chemical 
poisonings in children would have been avoided. 

Sex and Race.—Table 2 shows that 52% of the 
poisonings occurred in males and 48% in females. This 
is not statistically significant and could be ascribed 
merely to a chance occurrence. A significantly higher 
prevalence (25.5%) is observed (table 2) in nonwhite 
than in white children, a much higher incidence than 
would be expected from the composition of the gen- 
eral population, which is approximately 15% non- 
white. This observation is in agreement with findings 
of previous studies.* 

Type of Treatment Agency.—Over 95% of the chil- 
dren were treated in hospitals and the majority (62.5%) 
in the emergency outpatient department facilities 
(table 3). 

Fatalities-Among the 454 cases investigated, ex- 
clusive of lead and gas poisonings, one death occurred. 
This death was due to salicylate intoxication in an 


TaBLE 2.—Cases of Accidental Chemical Poisoning, by Sex and 
Race of Patient 


White Nonwhite Unknown 
eee ae =’ 2 a, 
Fe- Fe- Fe- Un- 
Type Total Male male Male male Male male known 
Drugs 213 49 45 23 24 38 33 1 
Aspirin 75 17 21 6 @ 13 12 
Barbiturates 21 5 8 3 1 3 1 
Other 117 27 16 14 17 22 20 1 
Cosmeties 15 2 3 4 2 2 2 
Household 
preparations 180 37 29 25 28 36 24 1 
Benzine 19 6 3 2 4 2 2 
Bleach 34 6 3 5 7 8 Sas 
Kerosene 18 4 3 5 3 2 1 
Lye 15 z 3 2 2 2 4 
Other 94 19 17 11 12 22 13 
Insecticides and 
rodenticides 46 10 9 4 5 7 11 
Mouse seeds 15 1 5 2 1 2 4 
Other 31 9 4 2 4 5 7 
Total 454 98 86 56 59 83 70 2 


1l-month-old girl who reportedly received about 100 
grains (6.6 gm.) of aspirin in 48 hours. It was admin- 
istered by the mother, who treated the baby for a 
condition that she diagnosed as a “cold and fever.” 
No physician was in attendance, and the patient was 
dead on arrival at the hospital. 

Location of Injurious Agent.—Forty per cent of all 
poisonings studied were due to injurious agents that 
were available in open places, such as floor, sink, 
table, dresser, open shelf, and chair (table 4). In an 
additional 74 occurrences (16%), the agents were lo- 
cated in closed places, such as dresser, cabinet, shelf, 
and drawer. Many of these places were unlocked and 
within the child’s reach. Accidental poisonings occur 
in direct proportion to the degree of accessibility of 
the toxic substances, as has been suggested pre- 
viously.”” 

Seasonal Distribution.—Poisonings were more fre- 
quent (60%) in the first six months of the year (table 5). 
The reason for this is not quite clear; however, it is 
impossible to draw valid conclusions on the basis of 
one year’s experience. 
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Lead Poisonings 


A total of 80 verified cases of lead poisoning oc- 
curred in 1954. A confirmed diagnosis by the bureau 
of preventable diseases includes a history of ingestion 
of a lead-containing substance, pica, clinical findings, 


TABLE 3.—Cases of Accidental Chemical Poisoning, 
by Treatment Agency 


vue 


Out- In- patient- 
patient patient In- 
Depart- Depart- patient Dead 
ment ment Depart- on 
Type Total Only Only ments Arrival Unknown 

Drugs 213 135 71 - 1 6 

Aspirin 75 49 25 - 1 oe 

Barbiturates 21 4 16 oe oe 1 

Other 117 82 30 - ee 5 
Cosmetics 15 9 3 1 2 
Household 
preparations 180 117 57 2 4 

Benzine 19 15 4 oe 

Bleach 34 26 7 1 

Kerosene is 4 oo) 

Lye 15 7 s + 

Other 60 29 2 3 
Insecticides and 
rodenticides 46 23 22 os - 1 

Mouse seeds 15 s 7 ve ee - 

Other 31 15 15 ee ee 1 

Total 454 284 153 3 1 13 


an analysis of a sample of the substance ingested for 
lead content, and analyses of blood lead levels or lead 
content in organs. It may also include x-ray determi- 
nations and examination for basophilic stippling. It is 
not implied that all criteria were confirmed in each 
case. In table 6 are presented pertinent data relating 
to age, sex, and race distribution. 

The highest incidence of lead poisoning was found 
in persons aged 2, followed by those aged one and 
then aged 3. Persons in this age group accounted for 
87.5% of the total. No difference in incidence by sex 
was observed in this series. There was, however, a 
striking variation by race. Thirty-five per cent of the 


TABLE 4.—Cases of Accidental Chemical Poisoning, by Location 


of Agent 
Other 
Medicine Closed Open Miscella- 
Type Total Chest Places Places neous Unknown 
Drugs 213 28 38 67 3 77 
Aspirin 75 14 15 23 2 21 
Barbiturates 21 ee 4 3 ie 14 
Other 117 14 19 41 1 42 
Cosmetics 15 1 2 7 1 4 
Household 
preparations 180 1 31 80 11 57 
Benzine 19 ” e.- 11 1 4 
Bleach 34 as 4 16 1 13 
Kerosene 18 -: 1 11 on 6 
Lye 15 1 2 5 i 7 
Other Y4 _ 21 37 y 7 
Insecticides and 
rodenticides 46 1 3 30 1 11 
Mouse seeds 15 1 2 12 o is 
Other 31 os 1 18 1 1] 
Total 454 31 74 184 16 149 


cases occurred in nonwhite children, a significantly 
higher percentage than would be expected from the 
general population composition. An analysis of lead 
poisonings in children admitted for treatment in mu- 
nicipal hospitals during 1954 shows an even greater 
race difference, with 55% in the nonwhite group (table 
7). The municipal hospitals, however, serve a large 
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segment of this population, which may explain in part 
the high nonwhite incidence in this group. It. is in- 
teresting that there was a marked preponderance of 
females in this group. This is particularly difficult to 
explain, since the citywide figures did not reveal any 
sex distribution difference. It is possible that the fe- 
male in this population group is more vulnerable to 
the effects of lead intoxication. The number of cases 
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in which paint containing lead is used and where 
plaster flakes, wall plaster, and paint peelings from 
window sills are easily accessible.° 


Multiplicity of Toxic Substances Involved 


Ninety distinct types of substances, from aspirin to 
liniment, representing 164 different brands, were re- 
sponsible for the 454 poisonings reported. For exam- 


TABLE 5.—Cases of Accidental Chemical Poisoning, by Month, 1954 





Type Total Jan, Feb. Mareh April May 
Drugs 213 22 24 22 17 23 
Aspirin 75 4 9 11 9 6 
Barbiturates 21 2 1 1 1 7 
Other 117 16 14 10 7 10 
Cosmetics 15 1 4 2 1 1 
Household preparations 180 2? 1] 18 19 16 
Benzine 19 3 1 5 2 2 
Bleach 34 5 Dd 3 3 1 
Kerosene’ 18 2 1 1 3 4 
Lye ; 15 ] ne 2 3 
Other 94 11 4 9 9 6 
Insecticides and 
rodenticides 46 2 6 4 9 4 
Mouse seeds 15 1 4 2 2 2 
Other ’ 31 1 2 2 7 2 
Total | 454 7 45 46 46 44 


June July Aug. Sept. Get. Nov. Dee. Unknown 
14 13 9 15 12 19 19 4 
4 5 ee 2 4 ll 9 1 
1 1 2 ni 2 2 ee 1 
v 7 7 13 6 6 10 2 
we i 1 1 we 3 1 on 
23 13 18 10 11 8 9 2 
2 an 1 1 1 1 es oe 
4 bet 5 2 2 1 2 1 
3 1 2 i 1 
3 1 1 2 ee 2 es 
11 11 9 5 8 6 4 1 
) t 3 1 2 3 3 
1 1 1 1 
4 3 2 1 1 3 3 
42 30 31 27 25 33 32 6 





is, of course, too small for any valid conclusions. 
Thirteen deaths resulted from lead intoxication in 
children under age 16; no deaths were reported in 
children 6 years of age or older (table 8). Over 76% of 
the fatalities occurred during the summer months, 
June to September. The reason for this seasonal dis- 
tribution is still obscure and deserves greater scrutiny. 
Metabolic disturbances and dehydration may be con- 
tributory factors. 

Lead poisoning is not an uncommon disease in 
young children, and often it may be asymptomatic 
and undiscovered. Encephalitis may occur even be- 
fore any mild symptoms characteristic of early lead 
poisoning have developed, such as weakness, irritabil- 


Tas_e 6.—Cases of Lead Poisoning, by Age,* Race, and Sex 


Age. Yr. 
= ten Ee 
Total 1 2 3 4 5 6 
Male White 16 4 5 5 1 1 
Nonwhite 15 4 s ? 1 
Unknown 9 3 4 i 2 os 
Total 40 11 17 7 A 4 1 
Female White 14 3 8 2 1 da 
Nonwhite 13 3 3 4 2 1 
Unknown 10 2? 5 2 1 on 
Total 37 8 16 8 4 1 
Unknown White 3 1 2 
Total 3 1 2 
TNS kk aon Ske wean 80 20 35 15 4 a) 1 


* No patients age 7 or older. 


ity, headache, anorexia, pallor out of proportion to the 
anemia, and vomiting. It was also observed recently 
that, when other young children are examined in a 
household where a case of lead poisoning is diagnosed, 
these children, though entirely asymptomatic, may 
also show evidence of lead intoxication in laboratory 
blood and urine lead investigations. This is under- 
standable, since these children are subject to the same 
environmental factors, such as substandard housing 


ple, there were 7 brands of perfume, 8 brands of 
rodenticides, 12 brands of insecticides, and 10 different 
types of bleach preparations. (For convenience in 
analysis, these’ were placed in the categories repre- 
sented in the tables.) This highlights the large number 
of products available in the American home, all of 
which if misused may be responsible for fatal and 
nonfatal mishaps. 


Misplacing and Misuse of Agents 


The removal of a substance from the original con- 
tainer and its transfer to a household utensil was a 
contributory factor to the occurrence of many serious 
poisonings; for example, iodine stored in an antacid 
bottle. Household bleach, one of the most common 
offenders, was found stored in a mayonnaise jar, drink- 
ing glass, soda bottle, or baby’s bottle; gasoline and 
white gas were stored in coffee cans and cola drink 
bottles. In 14 instances kerosene was not in the orig- 
inal container but in a glass jar, drinking glass, coffee 
pot, cola drink bottle, and glass pitcher to catch drip- 
pings from the stove. Lye was left on a spoon after 
use, in a measuring cup, and in a tin box; paint was 
found in tin cans, coffee cans, and garbage cans; and 
turpentine was stored in glass jars, soda bottles, tea- 
cups, soup can, and glass containers. Gentian violet 
pills were ingested by three children in one family 
who thought they were candy. Insecticides were found 
spread on paper, on potatoes, and in cola bottles. 
Mouse seeds, which were involved in 15 occurrences 
and which contain 0.5% strychnine, were found in 
kitchen dishes, saucers, and other places. In only three 
instances were they found in the original containers. 
Rat poison was found in paper cups. 

In addition, all these poisons were easily accessible 
to children, since they were stored, in the main, on the 
floor, in the sink, on the table, in open ledge cabinets, 
and in washtubs. One incident occurred when a home- 
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made soap containing lye and fat was put in a basin 
in the sink to cool off and a 2-year-old boy obtained 
the basin and ingested some of its contents. 


Home Visiting 


Sanitary inspectors and public health nurses, in ad- 
dition to obtaining valuable epidemiological informa- 
tion on the many whys and wherefores of poisoning 


TaBLe 7.—Cases of Lead Poisoning in Children Admitted for 
Treatment in Municipal Hospitals, by Age, Race, and Sex 





Age. Yr. 
Total ‘1 2 3 4-9 10-15 
Male White s Or ise 1(1) 3 
Nonwhite 15 1 6 5(1) 3 
Female White 21 4 14(1) 2 1 
Nonwhite 21 5 5 5 6 sve 
Total 65 14 25 13 13 





* Figures in parentheses indicate number of fatalities. 


causation during their home visits, also found a high 
degree of ignorance on the part of parents and other 
adults in the family concerning the potential hazards 
of drugs and household preparations. Parents were 
also woefully ignorant about the danger of children 
eating wall plaster, paint flakes, and paint from win- 
dow sills. Visits to the home by public health nurses 
on accidents are invaluable. Nurses are readily ac- 
cepted into homes, and families are willing to give 
them information and to obtain needed aid and 
guidance. 

The public health nurse has been skillful in moti- 
vating families not only to institute needed safety 
measures but to follow through promptly on any other 
health problems. Referrals to appropriate treatment 
agencies for either prenatal care or health supervision 
and immunization of infants and young children were 
made in practically every case. Following are excerpts 
from a typical report by a nurse about an episode of 
a one-year-old child ingesting furniture polish. 


The child swallowed furniture polish. He and his sister had 
been left alone for a few minutes while his mother was in the 
basement. His crying summoned the mother, who telephoned 
the family physician. . . . The parents sleep in the living room 
on the couch. There is a large kitchen between the living room 
and the children’s bedroom. It is the room in which the accident 
happened. The polish is kept in the cabinet near the floor. The 
children undid the small towel tied in a knot over the door 
handles of the cabinet, a makeshift expedient intended to serve 
as a lock. 

The apartment was inadequately wired. Sockets were over- 
loaded. This was pointed out and the fire hazard stressed. A 
lamp cord in the living room was badly frayed. It was within 
easy reach of the children. Danger of severe shock, burns, and 
electrocution was pointed out to the mother. She was informed 
that the same danger existed when the electric cleaner, the iron, 
the toaster, or any electrical appliance was plugged into the 
socket, if the connecting cord was broken or frayed. The lamp 
was disconnected by the mother and put aside. It was empha- 
sized, and the mother agreed, that the wooden gate at the head of 
the cellar stairs was at best a precautionary measure; likewise 
the fence surrounding the premises. The mother agreed that 
eternal vigilance and supervision of the children is the only safety 
measure that can be depended on. 

The mother was advised to follow her private physician's 
advice concerning overweight. She weighs 209 Ib. She was ad- 
vised to observe the diet prescribed. Nurse plans to visit again 
to issue literature on safety and obesity, to assist the mother to 
become more safety minded, and to help her in following her 
doctor’s recommendations. 
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Nurses are thus not limiting their efforts on home 
visits to safety alone nor to the child population con- 
cerned but are actually translating this experience and 
their enthusiasm into action in all of their many other 
activities and are thus making a notable contribution 
to the prevention of all types of accidents in all age 
groups and to public health in general. 


How Accidents Happened 


Except in 32 incidents, children ingested the toxic 
substance because it was easily accessible and within 
their reach. Of the other 32 incidents, 9 were suicidal 
attempts in older children. The agents involved were 
mainly barbiturates, though iodine, roach powder, 
and aspirin were also incriminated. In three other in- 
stances older children, 13 to 15 years of age, took the 
toxic substances mistakenly for other medicaments, 
such as eye drops for nose drops, iodine because it 
was in an antacid bottle, and a rodenticide containing 
strychnine that was found on a shelf and mistakenly 
taken for tea. The remaining 21 cases were due to the 
administration of the toxic substance to infants vary- 
ing in age from 11 days to 2% years by adults or older 
siblings, either as overdosages or as mistaken medica- 
ments. 

Effect of Socioeconomic Factors 


While no ethnic, religious, racial, or socioeconomic 
group is exempt, the risk was found to be consider- 
ably higher in the nonwhite group and in the lower 
socioeconomic levels. It is believed that the higher 
incidence in the nonwhite group is not due to any 
genetic or inherent constitutional factors but is merely 
a reflection of socioeconomic status. Ignorance, sub- 
standard housing, and overcrowding are definitely 
predisposing factors. A distinct correlation exists be- 
tween substandard housing and lead poisoning, since 
most of the poisonings occurred in low socioeconomic 
areas where wall plaster, paint flakes, and window sill 
paint peelings containing lead were ingested by young 
children. It is possible, however, that the disparity 
may not be as great as is apparent, since many poison- 
ings in the higher socioeconomic areas may not be 
reported. 


TaBLe 8.—Total Fatalities from Lead Poisoning in New York 
City in 1954, by Age, Race, and Sex 


Age, Completed Yr. 





Cc — eee = = — 
Total 1 2 3 4 5 
Male White 5 . : 1 1 
Nonwhite 2 1 1 - 
Female White 4 1 2 1 
Nonwhite 2 2 
Total 13 5 3 a 1 


Underreporting of Poisonings 


Though reporting of poisonings due to drugs and 
of inhalation or ingestion of toxic agents is manda- 
tory in New York City, the law has been observed 
chiefly by nonobservance both by hospitals and by 
practicing physicians. Only a small fraction of such 
cases were reported prior to the establishment of the 
Poison Control Center in March, 1955. The previous 
underreporting is evidenced in many ways: 1. While 
previously only several hundred episodes were re- 
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ported annually, over 2,200 such incidents were re- 
ported to the Poison Control Center in an eight-month 
period. 2. During 1954, 14 municipal hospitals alone 
admitted on their wards 304 children under 16 years 
of age for the treatment of poisoning. In another six- 
month period, 128 children between 1 and 4 years of 
age with poisoning were admitted on wards of mu- 
nicipal hospitals.° 3. Twenty-six deaths from poisoning 
were reported in children under age 16 in New York 
City during 1954. It is conservatively estimated that 
for every fatal case there are about 150 nonfatal oc- 
currences.” Thus, the actual number of accidental 
poisonings in New York City is perhaps over 4,000 
annually. 
Preventability 


All accidental poisonings herein reported were care- 
fully scrutinized, and, exclusive of the few suicidal 
attempts, it was definitely determined that they were 
all preventable; in no instance could it be established 
that the case was unavoidable. 


Comment 


“Accidental poisonings” are not accidental. It would 
have been an accident indeed if a peisoning had not 
taken place in most of the incidents studied. All the 
prerequisite ingredients for the occurrence of an acci- 
dent were present; i. e., a toxic substance, an inexperi- 
enced host, and an unsafe environment. In many cases 
the total environment was so manipulated that an 
occurrence was unavoidable. Although I do not wish 
to minimize the importance of proper labeling of con- 
tents, it is doubtful whether this measure alone will 
help materially to reduce the large number of needless 
poisonings, as many persons do not read the label, 
many cannot read it, and many do not find the label 
content meaningful. 

Though there is still a paucity of knowledge about 
nonfatal poisonings, a formidable body of information 
already exists about fatal poisonings, which, if appro- 
priately applied, would aid in the reduction and con- 
trol of chemical poisonings. The conrtrel of chemical 
poisonings is a collective responsibility and requires 
the skills and concerted action of many professions 
and disciplines. It is not merely a medical or para- 
medical problem alone, but one of engineering, in- 
dustry, public health, sanitation, education, law 
enforcement, housing, social work, and basic investi- 
gative research. It is strongly believed that the basic 
epidemiological tools that have proved so potent in 
the control of communicable diseases will prove just 
as effective in the control of poisonings, for accidental] 
poisonings also follow a distinct epidemiological pat- 
tern.” It is not enough to study the toxic agent, its 
pharmacological action, and its specific antidote, if 
any. A sound preventive program implies a thorough 
knowledge of all the facts about the agent, host, and 
environment—where, when, why, and to whom chem- 
ical poisonings happen. 

Solving the Problem.—The prevention of chemical 
poisonings is a difficult, multifaceted, and complex 
problem; but it is capable of solution. The problem 
must be properly identified and defined and appro- 
priate countermeasures applied to the most vulnerable 
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population and to areas with the greatest need. A re- 
lentless war must be waged on all fronts in order to 
reduce the large number of needless poisonings. 

What the Practicing Physician Can Do.—Though 
the modern physician no longer limits his practice to 
therapeutics but engages extensively in preventive 
medicine, there is still a wide lack of sufficient aware- 
ness and interest on the part of many physicians to 
incorporate home safety and accident prevention as 
an integral part of their daily practice. While the 
health and protection of children are primarily re- 
sponsibilities of the family, the physician has a dis- 
tinct obligation as health advisor and counselor to the 
family in helping it to obtain an ideal state of well- 
being and optimal health for its children. Working 
with people and disseminating knowledge and health 
promotion are not strange roles to the practicing phy- 
sician. These activities have served him well in the 
control of many illnesses, and it is believed that they 
will be equally effective in the control of chemical 
poisonings. 

Health Education: Health education is of incalcu- 
lable aid in any health program, but it is essential in 
an accident control program. Reliable and precise in- 
formation, without any overdramatization, on all the 
factors and forces responsible for the many needless 
chemical poisonings must be provided and told by the 
physician in a simple but effective manner. Parent, 
adult, and child education about the hazards of me- 
dicaments and household preparations will prove a 
potent force in preventing many poisonings. While it 
is not easy to alter genetic or biological factors, habits, 
and attitudes, environmental factors can be altered. 
Because of the family physician’s intimate knowledge 
of the child’s growth and development, the family’s 
cultural and social background, the family’s customs 
and traditions, the total home environment, and the 
parents’ and child’s habits and attitudes, the physician 
is in a most strategic position to become a dominant 
member of the poisoning-prevention team. 

The physician must assume his obligation and be- 
come better informed by obtaining a wider knowledge 
about the health hazards of drugs and the many house- 
hold preparations. This knowledge should not only 
be with regard to symptomatology and therapeutics 
involved; it should be used to continually educate 
parents and children on the potential hazards of these 
substances. Physicians can provide considerable health 
education and guidance during office visits for peri- 
odic health supervision and for immunization against 
communicable diseases. The physician also has a rare 
opportunity to practice health education and preven- 
tive medicine at its best during his home visits for the 
care of the sick. While in the home he can carefully 
observe any existing health hazards and influence 
parents on the need to acquire safe habits and atti- 
tudes and to institute and maintain safety precautions 
in and about the home in order to safeguard the lives 
and the well-being of their children. 

Careful and Specific Directions: Careful and specific 
directions should be given to parents by the physician 
when medicaments are prescribed. Only small quan- 
tities to fill immediate need should be prescribed. 
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Parents should be strongly advised to keep medica- 
ments and all household preparations in the original 
containers under lock and key and out of reach of 
children. Parents should also be advised by physicians 
at every opportunity against self-medication. 

Other Measures: The physician can also aid im- 
measurably by prompt and complete reporting of all 
accidental poisonings in persons under his care to the 
local health department. The epidemiological data 
thus obtained will serve as important guides for sound 
preventive programs. As a member of the local med- 
ical society, a physician can be helpful in influencing 
the establishment of a poison control center in his 
community. As a leading citizen in the community, 
the physician can also aid in motivating community 
groups, both public and voluntary, to mobilize their 
efforts in solving the problem of chemical poisonings. 


Summary and Conclusions 


Four hundred fifty-four cases of accidental chemical 
poisoning (excluding those due to gas) occurred in 
children under 16 years of age in New York City in 
1954. Of the total number, 84% occurred in persons in 
the age group 0-3 years. The high incidence in this age 
group is related to the child’s exploratory nature 
coupled with inexperience and lack of caution. Drugs 
were responsible for 47% of all poisonings, with 
aspirin as the chief offender and barbiturates as the 
second leading cause in this category. Bleaches were 
the chief offenders of the household preparations. 

No significant sex differences in incidence were ob- 
served, but a striking difference was noted in incidence 
by race, with cases in nonwhites greatly predominat- 
ing. This possibly reflects socioeconomic conditions, 
such as substandard housing and overcrowding, rather 
than inherent constitutional differences. 

Lead intoxication was observed most frequently in 
persons in the age group 1-3, cases in this group ac- 
counting for 87% of the total. Over 76% of the fatal 
lead poisonings occurred during the months June- 
September. Removal of substances from the original 
container and transfer to a household utensil was a 
contributory factor in many poisonings. A dispropor- 
tionate number of accidents occurred in the poor 
socioeconomic areas. Lack of adult supervision and 
disregard of elementary precautions were frequently 
observed. Ignorance on the part of families about 
hazards of chemical preparations was a contributing 
and predisposing factor. 

Prevention of poisoning requires a team approach. 
It is a medical, social, and community problem, and 
all skills and disciplines must play a part in its solu- 
tion. A comprehensive and dynamic program is 
needed, with stress on the most vulnerable group, 
areas of greatest need, and the most common offend- 
ing agents. Further investigative research is needed 
on all aspects of the problem. A comprehensive, effec- 
tive program of education is imperative. The family 
physician is a key person in prevention of poisoning, 
and health education is the keystone. 

125 Worth St. (13). 


_ Helena Richards, Ph.D., Sanitarian, and Herbert Rich, Senior Statisti- 
cian, aided in compiling the data for this study. 
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CLINICAL NOTES 








CLINICAL EVALUATION OF A NEW 
NEUTRAL DETERGENT BAR 


Frederick Swanson, M.D., New York 


The use of cleansing agents on the skin is designed 
to remove all exogenous agents deposited on its sur- 
face as well as some of the materials that have been 
produced by the skin itself (e. g., sebum, sweat, and 
scales). The conventional cleansing agents, namely, 
the toilet soaps, fulfill these requirements in an emi- 
nently satisfactory fashion on most normal skins. On 
skin that is abnormally dry, sensitive, or diseased, 
however, the common toilet soaps not infrequently 
cause irritation and produce a sensation of excessive 
dryness, burning, and also, at times, itching. These 
undesirable effects of soaps on sensitive and abnormal 
skins are in part, at least, attributable to their alkaliz- 
ing action in aqueous solution. Since soaps are salts of 
the weakly ionized fatty acids and the strongly ionized 
alkalis, an alkaline solution always results on hydroly- 
sis. This alkaline solution is generally well tolerated 
when soaps are used within reason on “normal” 
healthy skin, for the surface of the healthy skin, by 
means of surface acids, buffer systems, and other 
homeostatic mechanisms, is able to maintain or re- 
cover its required acid pH, which ranges from about 
3.5 to 6.0. However, the normal acidifying mecha- 
nisms are almost always impaired when the skin is 
damaged, inflamed, diseased, or in other ways ab- 
normally sensitive; and it is then that the damaging 
effects of the alkaline soap solutions are most likely 
to occur. Because of these undesirable characteristics 
of ordinary soaps, dermatologists for many years 
have recommended that patients sensitive to soap 
use detergents that have an acid or neutral pH. While 
these are not entirely free from harmful effects on 
the skin, they lack one of the principal undesirable 
properties of soaps, i. e., their alkalizing action. Among 
the drawbacks that have interfered with the more 
widespread acceptance of many of the nonalkaline 
detergents is the fact that their lathering properties 
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often are poor and that, with one or two exceptions, 
they have been available only in liquid form rather 
than in the much handier and more practical cake or 
bar form to which the users of toilet soaps are ac- 
customed. 


TaBLe 1.—Tolerance to Neutral Detergent Bar in Patients with 
Various Dermatoses 





Tolerance 
_— aa —, 
Total Good Poor 


No. of ——*~——_—+ 
Subjects No. % No. % 


Group 1—Dermatoses that are often intolerant 
to toilet soaps 


Atopic dermatitis 


(including infantile eczema) 50 46 92 4 8 
Eezematous eruptions (including 

contact dermatitis, nummular 

eezerna, “housewives’ eczema"’) 59 44 74 15 26 
“Dry skin’ 26 22 85 4 15 


Group 2—Dermatoses that are sometimes 
intolerant to toilet soaps 


Miscellaneous (irritated psoriasis, 
seborrheic dermatitis, rosacea) 26 22 85 4 15 


Group 3—Dermatoses that are usually tolerant 
to toilet soaps 


Acne vulgaris and acneform eruptions 39 38 97.5 1 
86 


oy 


= | 
os rn 


Total 200 ‘172 28 

Recently a mild neutral detergent bar has been 
evaluated by us in a series of human subjects. This 
bar (Dove), which lathers very well, contains as its 
active ingredient an anionic detergent, an acyl ise- 
thionate, which is made by condensing fatty acids 
with sodium isethionate. It is combined with a fatty 
acid emollient and plasticizer along with perfume 
and other minor ingredients. Dove lathers are essen- 
tially neutral (pH 7), unlike soaps that give lathers 
with an alkaline reaction (pH 10). The 200 subjects 
in whom the neutral detergent bar was evaluated 
were dermatological patients, many of whom were 
deliberately selected because they were suffering from 
dermatoses that are notoriously intolerant to soaps. 
In addition to receiving whatever other treatment was 
indicated for their dermatosis, they were to use the 
neutral detergent bar as the sole cleansing agent. The 
evaluation of the skin’s tolerance of the neutral de- 
tergent bar was based upon clinical observations 
regarding the occurrence of irritation, including ery- 
thema, dryness, scaling, fissuring, or worsening of the 
patient’s dermatosis, as well as upon the subjective 
response of the patients, such as development of dry- 
ness, burning, itching, or “tightness” of skin. At least 
during the first month or two of the therapeutic trials, 
the patients were seen at intervals of one to two 
weeks. In those instances where there was doubtful 
tolerance of the neutral detergent bar, patients were 
told to continue its use until tolerance or intolerance 
had been established. 

The test subjects were divided into three groups, 
on the basis of what was known regarding tolerance 
of their dermatoses to commonly used toilet soaps: 
Group 1 consisted of those who had dermatoses that 
often are intolerant to toilet soaps (such as atopic 
dermatitis, infantile eczema, contact dermatitis, num- 
mular eczema, “housewives’ eczema,” eczematous fun- 
gous infections, dermatitis of the hands, excessive 
dryness of the skin, pruritus senilis, and winter itch 
eczema). Group 2 consisted of those who suffered 
from dermatoses that are sometimes intolerant to toilet 
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soaps (such as seborrheic dermatitis, intertrigo, and 
irritated and relatively~acute forms of psoriasis). 
Group 3 consisted of those who had dermatoses that 
are usually tolerant to, and in fact often benefited 
by, the use of toilet soaps (such as acne vulgaris, 
acneform eruptions, and seborrhea ). 


Results 


The results in these three groups of patients are 
presented in table 1. As is well known, toilet soaps 
are generally less well tolerated by older people, 
because their skin naturally tends to be relatively dry. 
Moreover, it was of interest to assay the tolerance 
to the neutral detergent bar of infants and very young 
children. For purposes of comparing the skin toler- 
ance to the neutral detergent bar in the various age 
groups, the 200 subjects under study were divided 
into three age groups, as shown in table 2. No evi- 
dence of allergic sensitization was observed in any 
of the 200 test subjects, nor in many hundreds of other 
subjects with and without skin diseases who have 
used the neutral detergent bar but who are not in- 
cluded in this report. 

Comment 


The results presented in table 1 show that 86% of 
all the dermatological patients tolerated the neutral 
detergent bar, while 14% had poor tolerance. A dis- 
tinct difference was noted in tolerance between the 
three groups: patients in group 1 (atopic dermatitis, 
eczema) showed poor tolerance in 17% of cases, and 
patients in group 2 (seborrheic dermatitis, irritated 
psoriasis) showed poor tolerance in 15% of cases, 
while only 2.5% of the patients in group 3 (acne, 
seborrhea ) did not continue use of the neutral deter- 
gent bar. These figures must, of course, be considered 
in the light of what probably would have been the 
reaction of these subjects’ skin to regular use of toilet 
soaps. All the test subjects had dermatological dif_- 
culties, and four-fifths of them were suffering from 
dermatoses that are either always or often intolerant 
to or aggravated by soaps. The fact that most sub- 
jects were able to use the neutral detergent bar indi- 
cates a distinctly better tolerance as compared with 
common toilet soaps. This was especially striking in 
the 135 patients who had dermatoses in which many, 
if not most, dermatologists ' would routinely inter- 
dict the use of soaps. The breakdown of the results 


TABLE 2.—Tolerance in Various Age Groups 


Good Poor 
Age Group, Total No. —_—-o Fh 
Yr. of Subjects No. % No. % 
1-4 31 27 87 4 13 
5-49 106 90 85 16 15 
50-79 63 55 87 x 13 
Total 200 172 86 28 14 


for the different age groups (table 2) shows that pa- 
tients from the age group 50-79, who often have soap- 
sensitive, dry skins, tolerated the neutral detergent bar 
just as well as patients in the age group 5-49. More- 
over, the neutral detergent bar was well tolerated 
in a high proportion of infants and young children, 
almost all of whom had infantile eczema or other 
eczematous eruptions. 
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Summary 


A neutral detergent bar (Dove), which gives a lather 
with a pH of 7, was evaluated in a selected group 
of 200 dermatological patients. Of these, 135 had 
dermatoses often intolerant to commonly used: toilet 
soaps and 26 had dermatoses sometimes intolerant 
to these soaps. Eighty-three to 85% of the patients 
with presumably generally poor tolerance for toilet 
soaps showed no signs of ill-effects from the regular 
use of the neutral detergent bar. No differences were 
found in tolerance to the neutral detergent bar be- 
tween the age groups of 1 to 4, 5 to 49, and 50 to 79. 
The results suggest a much _ better skin tolerance 
among these dermatological patients to the neutral 
detergent bar than to commonly used toilet soaps. It 
is inferred that this difference, to a large extent, may 
be due to the neutral pH (7) of the neutral detergent 
bar lathers, as compared with the quite alkaline (pH 
10) lathers of most commonly used toilet soaps. 


330 Second Ave. (3). 


The soap used in this study is manufactured by Lever Brothers Company, 
New York. 
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TUBERCULOMA OF SPINAL CORD 
James B. Dibble, M.D. 


and 


Joseph Cascino, M.D., Chicago 


The incidence of formation of tuberculous granu- 
lomas of the spinal cord is rare enough that we thought 
it worthwhile to report in detail a case we have re- 
cently observed. The first tuberculoma of the spinal 
cord was described in 1830 by Serre’ in France. Dur- 
ing the following 105 years only 87 such cases have 
been described in the world literature.* In reviewing 
the literature since 1935, we have been able to find 
only 84 more cases in the English-speaking literature. 

The pathogenesis of tuberculoma of the spinal cord 
is now thought to be *: 1. A tubercle forms in the spinal 
cord or in the membranes, being blood-borne in the 
vast majority of instances. 2. This tubercle provokes a 
reactive phenomenon that causes proliferation of 
powerful connective tissue elements that form the 
granuloma. 3. Drainage persists into and by the sub- 
arachnoid space. 4. An inflammatory reaction occurs 
in the piarachnoid, and a secondary meningitis is set 
up. This explains the clinical picture frequently seen, 
i. e., the manifestation of tuberculous meningitis before 
cord-pressure symptoms. occur. Of Anderson’s four 
cases of spinal cord tuberculoma, in three there was 
an antecedent history of meningitis. In our case, 
tuberculous meningitis had occurred’ four months 
previously, at which time symptoms of cord damage 
were present but not recognized as such. 





_ Surgical Resident, Cook County Hospital (Dr. Dibble) and Attending 
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Report of a Case 


A 32-year-old female entered Cook County Hospital, Chicago, 
on Dec. 20, 1954, with meningitis as diagnosed in the examining 
room. Two weeks before admission she had left work because of 
headache and “feeling hot.” She became gradually weaker, had 
periods of urinary incontinence, and had periods of disorienta- 
tion. She was seen by two physicians, both of whom made a 
diagnosis of “flu.” Two days before admission she was seen at 
a local hospital and sent home with the diagnosis of “flu.” On 
admission to a female medical ward, the physical findings 
( positive and significant negative ) were as follows: temperature 
101 F (38.3 C), pulse rate 80 per minute, blood pressure 120/ 
80 mm. Hg, respirations 18 per minute; lethargy and disorienta- 
tion; marked nuchal rigidity; Brudzinski sign positive; “waxy 
flexibility” of the whole body; apical systolic murmur grade-2; 
appendectomy scar; and deep tendon reflexes bilaterally equal. 
No other abnormal neurological findings and no pathological 
reflexes were noted. Spinal tap revealed opening pressure of 
280 mm. H,O; clear colorless fluid; Pandy reaction 2+; 700 
white blood cells per cubic millimeter, with 86% lymphocytes; 
smear (immediate) and culture (later) negative for tubercle 
bacilli; and test for Queckenstedt sign not done. 

The presumptive diagnosis of tuberculous meningitis was 
made, and the following day the patient was started on anti- 
tuberculosis medication: isoniazid, 100 mg. three times daily; 
aminosalicylic acid, 4 gm. three times daily; streptomycin, 2 gm. 
every morning; and penicillin, 600,000 units every morning. 
During the next week the patient gradually improved. The 
temperature became normal in nine days and remained normal. 
Her lethargy and disorientation disappeared. The tuberculin 
test 1:1,000 was negative, but positive to 1:100. A repeat spinal 
tap on the 19th hospital day showed opening pressure of 
145 mm. H:O; xanthochromia; glucose 163 mg. per 100 cc.; 
Pandy reaction 2+; 532 white blood cells per cubic millimeter, 
with 86% lymphocytes; protein over 1,000 mg. per 100 cc.; nega- 
tive smear (immediate) and culture (later) for acid-fast bacilli; 
and test for Queckenstedt sign not done. 

An interesting, though at that time unexplained, complaint 
was occasional inability to void, necessitating catheterizations. 
The significance of this finding was discussed at length a num- 
ber of times, but no satisfactory cause could be found. On 
Jan. 21, the 23rd hospital day, the patient was transferred to 
the Oak Forest Tuberculosis Hospital for continuance of long- 
term antituberculosis therapy. She received intensive therapy 
uninterruptedly for the next four months. 

Four months later, on May 12, 1955, the patient reentered 
Cook County Hospital with the complaint of progressive weak- 
ness of the left leg and progressive anesthesia of the right leg 
of 10 days’ duration. At Oak Forest she had continued to need 
occasional catheterizations for inability to void. Cystoscopy had 
been done and showed only mild cystitis. A spinal tap had been 
normal and was negative for acid-fast bacilli on smear and 
culture early in her course at Oak Forest. A spinal tap done the 
day before readmission to Cook County Hospital showed a 
complete block to the Queckenstedt maneuver, and the re- 
moved fluid clotted in one minute. X-rays of the spine showed 
no bony pathology. Physical examination on readmission showed 
temperature of 98.6 F (37 C), pulse rate 86 per minute, and 
blood pressure 106/72 mm. Hg.; point tenderness on the 5th, 
6th, and 8th thoracic vertebrae; hemianesthesia to the 8th 
thoracic vertebra on the right side; hemianesthesia to the 
10th thoracic vertebra on the left side; hemiparesis to the 8th 
thoracic vertebra on the left. side; cranial nerves intact; and 
bilaterally positive Babinski signs. Spinal tap revealed an open- 
ing pressure of 50 mm. H.O, complete block on the Quecken- 
stedt maneuver, and smear negative for tubercle bacilli. The 
hemoglobin and urine examinations were normal. 

The patient was seen by the neurosurgery service 36 hours 
after admission, and an emergency laminectomy was performed 
12 hours later. At surgery, laminectomy was performed from 
the 4th to 7th thoracic vertebrae. There was pulsation of the 
cord only to the 4th thoracic vertebra. The meninges were 
thickened greatly over the entire length of cord exposed. At the 
level of the 5th and 6th thoracic vertebrae was a grayish-pink 
homogenous tumor mass, measuring approximately 3.5 cm. in 
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length and 1 cm. in thickness. It completely surrounded the 
cord at the level of the 6th thoracic vertebra, the greater part 
of it being posterior to the cord itself. Incision in this mass 
produced 2 cc. of thick liquid yellow pus. The posterior two- 
thirds of the tumor was resected for decompression and biopsy. 
A drain was left down to the cord. This was removed on the 
fourth postoperative day. Biopsy showed “areas of necrosis 
surrounded by granulomatous areas suggestive of tuberculosis. 
Langhan’s type of giant cells are seen.” For the first 10 days 
postoperatively there was total paraplegia, undoubtedly due to 
the edema of surgery. Then gradual improvement began, and 
during the next month all evidence of sensory loss was gone, 
except for small patchy areas of hypesthesia, and motor power 
had returned to near normal in the right leg and was present, 
although weakly, in the left leg. Bowel and bladder control, 
lost in the immediate postoperative period, returned. Anti- 
tuberculosis therapy was continued. 

On June 28, 1955, six months after her original illness and 
six weeks after laminectomy, the patient was returned to Oak 
Forest for continuation of therapy on a convalescent basis. 


Comment 


This case falls into the group of tuberculomas of the 
cord classified as extramedullary, in contradistinction 
to the intramedullary tumors, since it could be “peeled” 
from the cord at surgery and seemed to be limited to 
the membranes surrounding the cord. It is extremely 
difficult to differentiate preoperatively between the 
two types,° and, therefore, exploratory operation 
should be done as soon as possible in all cases where 
localizing signs and symptoms are present. Our crit- 
erion for surgery in this case was, of course, the ex- 
streme rapidity of progression of symptoms. This 
picture of rapidly changing or progressing symptoms 
is also stressed by Weinberg.” We felt that we had 
everything to gain and nothing to lose by immediate 


surgery. 
Conclusions 


A plea for early laminectomy is made in those pa- 
tients with (1) a history of tuberculous meningitis 
and (2) localizing neurological findings. We are seeing 
at Cook County Hospital more and more recurrences 
of tuberculosis infection where initial intensive anti- 
tuberculosis therapy is not maintained for at least one 
year. We do not know how much longer is indicated. 


1825 W. Harrison St. (12) (Dr. Dibble). 
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Lupus Erythematosus.—Seven patients with chronic resistant 
lupus erythematosus showed considerable to complete involu- 
tion of their lesions within two to four months of therapy with 
Plaquenil. It appears to be at least as efficient as quinacrine or 
chloroquine. Preliminary experience confirms pharmacologic 
evidence that Plaquenil is the least toxic of these three synthetic 
antimalarials. It does not stain.—T. Cornbleet, M.D., Discoid 
Lupus Erythematosus Treated with Plaquenil, A. M. A. Archives 
of Dermatology and Syphilology, June, 1956. 
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SYMMETRICAL CEREBRAL CALCIFICATION 
ASSOCIATED WITH PARATHYROID ADENOMA 


Warren P. Knuth, M.D. 
and 


Paul Kisner, M.D., Lincoln, Neb. 


The presence of symmetrical cerebral calcification, 
particularly in the region of the basal ganglions, has 
been reported in connection with a wide variety of 
different disease entities. This subject was investigated 
and the literature extensively reviewed by Eaton, 
Camp, and Love in 1936. They added an additional six 
cases to the literature, the condition in all of which 
was diagnosed ante mortem by means of skull roent- 
genograms. They noted that parathyroid insufficiency 
was frequently seen to accompany this condition. They 
emphasized that roentgenograms should be taken of 
the skulls of all patients with hypoparathyroid tetany. 
Subsequent reports have confirmed the original impres- 
sion of Eaton and his co-workers,’ and, in 1947, Camp’ 
reported a series of 12 cases in which the patients had 
roentgenographically demonstrable symmetric cere- 
bral calcification and parathyroid insufficiency. How- 
ever, inasmuch as there has been no instance of 
hyperparathyroidism or parathyroid adenoma in any 
of these reported cases, the case which is presented 
herein is thought to be of unusual interest. 


Report of a Case 


The patient, a 58-year-old male, was first seen at this hospital 
on Jan. 8, 1952, when he was admitted in a comatose state 
with the diagnosis of cerebral hemorrhage. It was difficult to 
obtain an adequate history, but it was learned that the patient 
had been discharged from the Army in 1918 because of “fits.” 
Thereafter he obtained work as a laborer until 1935, at which 
time he became unemployed and his only activity was helping 
with housework. During 1941, his family first noticed his hav- 
ing episodes characterized by stiffening of the arms, a drawn 
face, and failure to respond to questioning. Since 1943 he had 
walked with his arms and hands flexed and had developed a 
stooped posture. During this period there was also a pronounced 
mental deterioration that continued progressively up to the time 
of his death. In 1950, the patient was found unconscious on the 
floor. He remained semicomatose for several days but finally 
recovered. In the next two years, he was frequently brought 
home by police after having a “spell” while out walking, but 
after each attack he recovered without specific therapy. It was 
learned that the patient’s father, who died in 1943, had had a 
“nervous disposition,” and two siblings who died in early child- 
hood were said to have been mentally deficient. 

On the morning of admission to the hospital, the patient was 
found in bed unconscious and, after being seen by the family 
physician, was brought in by ambulance. On examination, the pa- 
tient was comatose and breathing stertorously with Cheyne-Stokes 
respirations. The rectal temperature was 101.4 F (38.5 C), 
respirations were 18, pulse rate was 140, and blood pressure was 
110/60 mm. Hg. The skin was hot and dry, and there was 
slight resistance to flexion of the neck. The neck veins were not 
distended, and the thyroid gland was found normal. There was 
a rotatory slow movement of the eyes, which came to rest turn- 
ing to the right and upward. The right pupil was larger than 
the left and both reacted to light. The extraocular movements 
showed no evidence of conjugate deviation. Examination of the 
optic fundi was negative. The chest and heart were negative 
except for a tachycardia with a rate of 140 per minute, and the 
abdomen, genitalia, and rectum revealed no abnormalities. All 
four extremities were hypertonic; the feet were held in exten- 
sion, with the left leg somewhat more hypertonic than the right. 
Deep tendon reflexes were hyperactive but equal, and the 
abdominal and cremasteric reflexes were sluggish. The Babinski 
sign was present on the left and the Hoffman sign absent. 
There was no clonus. 
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Laboratory Data.—The red blood cell count was 4,400,000 per 
cubic millimeter; hemoglobin level, 14.6 gm. per 100 cc.; and 
white blood cell count, 9,600 per cubic millimeter, with 
polymorphonuclear cells 89% and lymphocytes 11%. Serologic 
tests were negative. In urine studies, the specific gravity was 
found to be 1.008 and the urine negative for albumin and for 
sugar; there were 0-3 white blood cells and 0-2 red blood cells 
per high-power field. The nonprotein nitrogen value was 
39.5 mg. per 100 cc., the fasting blood sugar level 196 mg. per 
100 ce., the carbon dioxide-combining power 72 vol. %, and 
the chloride determination 112 mEq. per liter. The spinal 
fluid was clear and colorless; value for glucose was 137 mg. per 
100 cc. and for protein 44 mg. per 100 cc.; the globulin was 
normal, the colloidal gold determination 0000000000, and 
lymphocytes were one per cubic millimeter. The chest x-ray film 
was normal. The skull films showed extensive symmetrical 
calcification bilaterally in the region of the caudate nuclei and 
flake-like calcifications bilaterally in the brain substance of the 
frontal lobe (fig. 1). 





F ig. 1.—Anteroposterior roentgenogram showing symmetrical cerebral 
calcification involving principally the basal ganglions. 


Hospital Course.—On the second day in the hospital the 
patient was alert, the sensorium was clear, and the response to 
questioning was relevant but fragmentary. The patient seemed 
to be in good contact but at times exhibited pathological crying. 
He moved all extremities in a slow and awkward manner. He 
was noted to hold his hands rigid and flexed. Two weeks after 
admission, a pneumoencephalogram was performed that showed 
the previously described cerebral calcifications to be outside the 
internal capsule, involving the putamen and globus pallidus. In 
addition, there was dilatation of the lateral ventricles to two to 
three times normal size and excessive subarachnoid air indicat- 
ing bilateral symmetrical cerebral atrophy. In further laboratory 
studies, the total serum cholesterol was 290 mg. per 100 cc., 
calcium 12.4 mg. per 100 cc. (normal range, 9.0-11.5 mg. per 
100 ce.), and phosphorus 3.0 mg. per 100 cc. (normal range 
3.0-4.7 mg. per 100 cc.). Blood sugar at this time was 126 mg. 
per 100 cc. 

Treatment consisted of general supportive measures as well 
as anticonvulsant and antibiotic therapy. A slight improvement 
was noted. During this period several episodes occurred in 
which the patient was semicomatose and the temperature was 
elevated to 102-104 F (38.8-40 C). During these episodes, the 
eyes were deviated to the right. There were intermittent grunt- 
ing respirations and there was a coarse tremor of the left hand. 
He was finally discharged to a nursing home. 
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Second Admission.—The patient was again admitted two 
years later after a similar episode of unconsciousness. After he 
regained consciousness, the patient was given a general physical 
examination. Findings were similar to those at the time of the 
previous admission, but the patient exhibited far-advanced emo- 
tional and intellectual deterioration. During his hospital stay, he 
had several grand mal seizures that were reasonably well con- 
trolled with use of diphenylhydantoin and barbiturates. Treat- 
ment became mainly a problem of nursing care, and he was 
treated symptomatically. Nine months after his second admission, 
the patient suddenly had a severe convulsive seizure, during 
which he became dyspneic and cyanosed and developed shock 
and peripheral circulatory collapse. He died 30 minutes later. 

Autopsy.—Findings at autopsy determined death to be caused 
by a myocardial infarction at the apex of the heart secondary 
to occlusion of the anterior descending branch of the left coro- 
nary artery. The brain weighed 1,260 gm., and there was con- 
siderable cortical atrophy. There was cerebral arteriosclerosis 
and the lateral ventricles were found on cut section to be 
enlarged twice the normal size. There was diffuse calcification 
of the basal ganglionic region. The histological picture of the 
calcifications was identical to that described by Eaton and co- 
workers*® and consisted of a deposit of hematoxylin-staining 
material in the nervous tissue and in and about the blood ves- 
sels. These deposits varied in size and, in some areas, were 
found in the media, adventitia, and perivascular spaces of 
arterioles and capillaries (fig. 2). Some areas showed coales- 
cence of the globules into calcified sheets. 

When the thyroid glands were removed, the right gland was 
slightly larger than the left and of softer consistency. Cut 
section through the structure demonstrated a cystic cavity in its 
center, and microscopic examination revealed it to be parathy- 
roid tissue. There was a small compressed rim of thyroid tissue 
at the periphery of the section. The adenoma consisted princi- 
pally of slightly enlarged, uniformly shaped chief cells (fig. 3). 
The cell outline was not too distinct and the cytoplasm ap- 
peared pale pink and slightly granular but not deeply eosino- 
phile such as is seen in the oxyphil cell. Examination of the 
remainder of the viscera revealed several small areas of ab- 
normal calcium deposits of microscopic size within the renal 
parenchyma but none elsewhere. 


Comment 


The case report presented herein very closely resem- 
bles the sequence of events reported as occurring in 
hypoparathyroidism, associated with bilateral cerebral 
calcification. The onset of the disease is early in life 
and is characterized by intermittent episodes of con- 
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Fig. 2.—Photomicrograph showing deposits of calcium within a small 
artery. 


vulsive seizures and gradually progressive intellectual 
and emotional deterioration. However, when the pa- 
tient was first seen at this hospital, blood chemistry 
determinations indicated a relative hyperparathy- 
roidism rather than parathyroid insufficiency. In addi- 
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tion, at autopsy a large cystic adenoma was found in a 
parathyroid gland and microscopic calcific deposits 
were present in the kidneys. 

As in the case of most neoplasms, the cause of para- 
thyroid adenomas is unknown. Inasmuch as adenomas 
occasionally appear in several glands in the same 
patient, Albright and Reifenstein * have suggested that 
the observation by Erdheim in 1907 may be worthy 
of consideration. This is that “germinative centers” 
exist in hyperplastic glands and these centers may in 
some way lose their ability to be controlled by normal 
stimuli and develop into adenomas. One can only 
speculate as to the relationship of the bilateral cere- 
bral calcification, the parathyroid adenoma, and the 
hyperparathyroidism as noted by blood chemistry 
determinations. It might be assumed that a state of 
hypoparathyroidism may have existed for many years 
and the parathyroid adenoma developed as a process 
of compensatory hyperplasia until eventually a state 





Fig. 3.—Photomicrograph showing the structure of the parathyroid ade- 
noma discovered at autopsy. 


of hyperparathyroidism was attained. Because of the 
absence of a satisfactory history and inadequate blood 
chemistry determinations over a prolonged period of 
time, it is not felt that any conclusions can be drawn 
from this case. The case is presented primarily from 
the standpoint of its unique clinical and postmortem 
findings. 


125 S. 52nd St. (Dr. Knuth). 


Richard D. Lahm and Richard D. Ferguson gave technical assistance in 
this study. 
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LONGEVITY AND CAUSES OF DEATH 
FROM IRRADIATION IN PHYSICIANS 


Shields Warren, M.D., Boston 


Data bearing on effects of prolonged low-level ex- 
posure of man to ionizing radiation are few. With the 
use of atomic energy becoming more general and the 
increasing probability of large portions of the popula- 
tion becoming potentially exposed to radiation, the 
value of such data materially increases. I add here- 
with some observations. Radiologists and certain other 
groups of medical specialists, such as dermatologists, 
urologists, and gastroenterologists, have experienced 
prolonged occupational exposure near or sometimes 
slightly above the present permissible levels of radia- 
tion. While some of the pioneers in radiology risked 
themselves freely, paying with radiation-induced leu- 
kemia or carcinoma for their absorption in their new 
and untried tool to aid humanity, most of those utiliz- 
ing ionizing radiation in their medical work have 
received only small doses. 


Dose Levels of Irradiation 


The present permissible level of total body radiation 
accepted by the International Committee on Radiation 
Protection for x-rays or gamma rays of less than 3 mev 
energy is 0.3 r per week (in the blood-forming organs, 
gonads, or eyes), which means, for a 30-year working 
life at the maximum permissible dose level, a total 
occupational exposure of 468 r. The U. S. National 
Committee on Radiation Protection had recommended 
in handbook 15 of the National Bureau of Standards, 
issued in 1931, a permissible level four times as great, 
or 200 mr per day. This was reduced in 1936 to 100 mr 
per day in handbook 20, and again in 1949 to 50 mr 
per day in handbook 41. However, only recently have 
measurements of radiation been made in most radi- 
ology departments in this country, and even now few 
radiologists wear film badges or ionization chambers. 
The probability is that from 1930 to 1941, when the 
danger of ionizing radiation was not as completely 
appreciated as it is today, some physicians had ex- 
ceeded this level and a number may have received a 
total dose of over 1,000 r. In the early years of work 
with radiation, total doses well above this were re- 
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ceived. Those physicians working an appreciable 
portion of their time with sources of ionizing radiation 
receive even now during their professional activities 
significant amounts of radiation. However, efforts are 
being made to minimize the doses received.’ 

There is evidence that doses of radiation are less 
effective in producing injury to somatic cells when 
protracted over a long time than when received in a 
brief period. It is common clinical experience that a 
given dose of local therapeutic radiation is less harmful 
to normal tissues when protracted than when admin- 
istered in a single period. This is largely due to the 
reparative power of the exposed cells. Estimates of the 
acute lethal dose of total body irradiation for 50% of 
a human population are about 400 to 450 r. Yet many 
radiologists have received over this in divided doses. 

The average person in the United States living at or 
near sea level receives somewhat under 150 mr per 
year,’ or, by the time he has reached 60 years of age, 
he has received a total of 9 r from the total back- 
ground radiation, much of it from radioactive elements 
in rock or soil, some from cosmic radiation. If he 
spends most of his life as a sailor, he will have received 
about one-third this amount of radiation. 


Previous Studies 


The longevity and causes of death of those physi- 
cians occupationally exposed to sources of ionizing 
radiation, even though adequately protected by past 
and current standards, may give information when 
contrasted with data on physicians as a whole and the 
general population. Already some such studies have 
been carried out. March ® found that radiologists dying 
in the 15-year period from 1929 to 1943 had 10 times 
as many deaths from leukemia as did other physicians 
and again in the period from 1944 to i948 found 
somewhat comparable data,* 4.8% deaths from leu- 
kemia in radiologists as compared with 0.7% in non- 
radiologists. 

Henshaw and Hawkins’ found 1.7 times as much 
leukemia in physicians as in white males in the United 
States in the period 1933 to 1943. Ulrich,°® in a study 
similar to March’s, found eight times as many deaths 
from leukemia among radiologists as among physicians 
practicing other specialties. Dublin and Speigelman ’ 
studied the mortality of medical specialists in the 
period 1938 to 1942. Among 175,146 physicians living 
in that period, 37,010 (21.1%) claimed to be full-time 
specialists. During the five-year period studied there 
were 12,419 deaths of physicians in the age group 35- 
74, and 2,029 (16.3%) of these deaths were of medical 
specialists. Since only 1.1% of the specialists who died 
were women, the sex ratio was not significant. The 
mortality ratio for specialists from all causes was 78%, 
taking the death rates of all physicians or 100%. They 
reported radiologists to have a mortality ratio of 0.90, 
dermatologists 0.98, and pathologists 0.60. They noted 
that radiologists show a high rate of mortality from 
cancer and leukemia, and deaths from leukemia among 
95 recorded deaths of radiologists were higher than 
those in any other specialty. 
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Recent figures of the doses received by nonradiology 
personnel in diagnostic procedures such as angiog- 
raphy and cardiac catheterization indicated that doses 
up to 50 mr may reach the hands." That radiologists 
and other specialists exposed to ionizing radiation 
receive possible genetic damage is suggested by the 
higher rate of congenital malformations reported in 
their children, 5.99% as against 4.84% in children of 
nonradiology specialists.” However, both rates appear 
unduly high and suggest some bias in the data. To 
remind one of the levels of radiation involved in diag- 
nostic radiology, Kirsch *° found that in typical roent- 
genologic examination the output as measured on the 
patient’s skin in the center of the x-ray beam averaged 
13.7 r for a gastrointestinal series, 4.9 r for a barium 
enema, and 6.4 r for a gallbladder series. However, 
the physician receives only a small portion of this out- 
put, chiefly in the form of scattered radiation during 
fluoroscopic examinations. The average daily exposure 
of some radiologists in 1936 and earlier was 12 mr 
per day."’ 

In the United Kingdom, where safety in radiology 
has been much more highly developed for some time 
than is the case in the United States, the doses received 
by radiologists are low. Osborn "* reports the average 
weekly dose received by 5 trained therapeutic radiolo- 
gists was 42 mr per week and for 13 trained diagnostic 
radiologists was 106 mr, the highest individual average 
dose being 230 mr; the highest dosage averaged 
for a week was 700 mr. In New Zealand, Jamieson '* 
found two-thirds of the staff received less than 50 mr 
per week and only 2 of 24 received between 500 mr 
and 1 r per week. It has been estimated that the aver- 
age amount of time spent by radiologists in fluoroscopy 
in the United States is 50 minutes per week.'* This 
length of time combined with average exposure levels 
would indicate 40 mr per week received from fluoro- 
scopy. If, however, the examiner is not protected by 
his lead apron, as when standing sideways to the 
beam, he may receive 200 mr per hour.'* With care, 
exposures can be kept below one-tenth of the permis- 
sible level.’® 

In a recent unpublished survey of specialists in the 
Boston area using ionizing radiation, Spalding found 
the average weekly exposure of the upper arms and 
chests of 65 radiographers not doing fluoroscopy was 
40 mr, while 72 doing some fluoroscopic work received 
180 mr. Eleven dentists doing radiographic work re- 
ceived a weekly average exposure of 200 mr. Twelve 
dermatologists averaged 250 mr weekly and 4 urolo- 
gists 470 mr weekly. Radioisotope workers receive 
lower doses than x-ray personnel, only one exceeding 
300 mr in any week as against nine in radiology de- 
partments.’’ 

There are some ways in which the effects of ionizing 
radiation resemble the aging process. Scattered cells 
become more variable in size, shape, and chromatin 
content than the normal; certain functions, such as 
formation of melanin pigment, tend to decrease; col- 
lagen tends to increase and hyalinize; elastic tissue 
tends to degenerate. Glucksmann”* stresses the in- 
creased differentiation of cells after irradiation. 
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Experimentation with animals has demonstrated 
clearly, as in the work of Boche,’® Blair,”° and Hursh,”' 
that total body radiation tends to shorten the life of 
an irradiated animal, and, indeed, within the limits of 
experimentation (from 25 r up to several times the 
lethal dose ), a linear plot of the reduction in longevity 
with dose could be obtained. Blair’ differentiates 
between the shortening of life of animals due to a sin- 
gle dose of radiation and discontinuous chronic radia- 
tion. On a single-dose basis he finds about a 20% 
shortening of life per 500 r, using rodents as the test 
animals. His chronic irradiation data indicate a short- 
ening of life at the rate of 11% per 1,000 r. In the 
sequelae of single exposures, the acute radiation syn- 
drome plays an important part. In chronic discontinu- 
ous radiation, the acute radiation syndrome does not 
appear, and hence such serious hazards as overwhelm- 
ing infections and multiple internal hemorrhages are 
not facters in shortening of life. 


Current Study 


Statistical Sources.—In the current study the causes 
of death of physicians and their age at death are taken 
as given in the obituary columns of THE JouRNAL from 
Jan. 1, 1930, and continuing for 25 years through 1954. 
Any one year may include a few deaths occurring in 
earlier years, but there is no duplication. In the period 
from Jan. 1, 1930, through Dec. 31, 1954, 82,441 deaths 
were recorded. The specialty of the physician, if any, 
was usually stated. The specific cause of death was 
given in 65,545. In general, causes of death in physi- 
cians may be expected to be determined with some- 
what greater accuracy than in the general public. 

The age at death was stated for 79,027. As age at 
death is much more easily determined than cause of 
death and as the American Medical Association has 
much biographical data on physicians, we believe that 
our data for longevity are relatively accurate. Further- 
more, since some evidence is accumulating to indicate 
that radiation may shorten life by other than the estab- 
lished radiation-induced diseases, age at death be- 
comes perhaps more significant than cause. 

The time of the study included World War II, as a 
result of which an abnormally large number of 
vounger physicians were killed, and this might tend 
to reduce the average life span of physicians during 
this period. However, this should not affect the com- 
parison of mortality and morbidity of those specialists 
exposed to ionizing radiation with those of specialists 
and nonspecialists assumed not to have been in sig- 
nificant contact with sources of ionizing radiation. The 
time is well after that during which unwittingly reck- 
less exposure occurred, and so most of the early mar- 
tyrs in radiology, who would unduly weight the data, 
are excluded. However, about 1930 the less cautious 
radiologists may well have received doses ranging up 
to 5 r per week, as unshielded glass x-ray tubes pro- 
ducing diffuse beams were in common use. 

We have not checked the deaths of specialists 
against the membership lists of special medical socie- 
ties, and hence some of the specialists may have been 
overlooked and included with nonspecialists. Un- 
doubtedly some general practitioners and some non- 
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radiology specialists devoted a portion of their time to 
radiological work and hence received amounts of 
ionizing radiation near those received by some of the 
radiologists. They cannot be identified by the tech- 
niques used in this study. However, those thus exposed 
to ionizing radiation would be included with the un- 
exposed group and hence lessen the difference be- 
tween the two groups, where there be any, rather 
than accentuate it. 

Life Span.—The natural life span is under genetic 
control, but in large and heterogeneous populations, 
such as those dealt with here, genetic factors cannot 
be evaluated and do not have a significantly different 
effect. The life span of the several types of component 
cells of the human body varies materially, from the life 
of about three days of the lymphocyte and four days 
of the intestinal mucosal epithelial cell to the total 
life span of the individual as in the case of heart and 
striated muscle cells and neurons. The older cells 
aggregated in an organism age usually with evidence 
of accumulation of useless metabolic products, such 
as pigments, and show some cytoplasmic atrophy. 
While human cells in tissue culture appear to grow 
and be reproduced asexually indefinitely in a suitable 
environment, without the culture as a whole showing 
the appearance of age, the same types of cells grouped 
into an organism will show evidence of aging with the 
passage of time. In general, life of an organism ends 
when sufficient unfavorable stimuli accumulate. These 
may be such stimuli as external violence; bacterial, 
protozoal, or viral invasion; accumulation of metabolic 
products; or ionizing radiation. One may therefore 
conclude that a population showing a consistently 
shorter life span than the general is influenced by some 
unfavorable factors. 

As man’s environment has been made more favor- 
able, the average age at time of death has increased 
to 65.6 years for males over 25 years of age in the 
United States in 1950. However, throughout recorded 
history, rare men have lived well beyond the average 
span, and the extreme life span has not lengthened. 

Compilations of numbers of physicians in the United 
States vary between the American Medical Directory 
and the “Statistical Abstract of the United States.” The 
1950 edition of the American Medical Association 
Directory gives about 3,000 less than the statistical 
abstract. However, since the statistical abstract gives 
more recent figures, its lists from 1930 to 1953 will 
be used as giving the base line for total numbers of 
physicians. In comparing mortality of the medical 
population with that of the population of the U. S., 
we have used that group of general population 25 
years of age or older, since physicians are practically 
all over 25 years of age. There were in this adult popu- 
lation group 74,775,836 in 1940; 88,116,411 in 1950; 
and 92,118,585 in 1953. In 1940 the death rates for 
this population were 16.1 per 1,000 for all causes as 
against 14.9 for physicians. The rates of 14.6 per 1,000 
in 1950 and 14.6 in 1953 for the adult population con- 
trast with a five-year (1950-1954) average rate for 
physicians of 14.5 per 1,000. Thus physicians have a 
mortality rate about the same as that of the general 
adult population. 
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The effect of the average age of various groups on 
morbidity and longevity of their numbers must be 
considered. Specialists might be expected to be older 
than nonspecialists, due to the longer training period, 
but the rapid influx of young men into the medical 
specialties since World War II has more than com- 
pensated for this. Pathologists were selected as a group 
comparable to radiologists, since they have the same 
length of training period and the same type of some- 
what sedentary, largely institutional work. The two 
specialties also offer somewhat similar opportunities 
to physicians with physical handicaps. In 1954 there 
were 2,309 pathologists, with an average age of 48 
years and a median age of 45 years, as compared with 
4,038 radiologists, who had an average age of 47 years 
and a median age of 44 years. Thus the average age 
of these two groups is practically the same. They differ 
essentially only in exposure to radiation and in the 
much greater exposure of pathologists to infection. 
Pathologists have an average age at death of 62.4 
years; the median is 63.3 years. 

The average age at death for physicians not known 
to have contact with radiation is 65.7 years; that for 
radiologists is 60.5 years; and that for the specialists 
having some degree of exposure to ionizing radiation 
( gastroenterologists, tuberculosis specialists, and urol- 
ogists, but excluding dermatologists) is 63.7 years. 
Dermatologists, who have been reputed to be some- 
what more lax in protecting themselves against sources 
of ionizing radiation than other specialists, have an 
average age at death of 62.3 years. The average age 
at death for United States males over 25 years of age 
was 65.6 years in 1950. 

Induced Diseases.—There are certain disease proc- 
esses that have been induced by ionizing radiation in 
experimental animals and by accidental exposure in 
man and hence may be considered occupational haz- 
ards for radiologists and others in contact with sources 
of radiation. These diseases are cancer of the skin, 
leukemia, anemia, agranulocytosis, and osteogenic 
sarcoma. All have been encountered in the radiation- 
exposed group in the present study. In addition, induc- 
tion of cancer of other sites may be considered a slight 
hazard, as radiation is known to be a factor in the 
production of certain cancers of the lung and possibly 
other types of malignant tumors. Time of induction 
of a tumor in man after exposure to ionizing radiation 
is variable. It may be fairly short (among the atomic 
bomb survivors in Hiroshima and Nagasaki, Japan, 
leukemia became more prevalent than among the con- 
trol population in four years) or long (skin cancer or 
other neoplasms such as sarcoma have not appeared 
until 20 or more years after initial exposure ). 

Leukemia in 1950 killed 3.9 per 100,000 of the total 
population over 20 years of age. There were 120 deaths 
from leukemia among physicians during the period 
1950-1954, or an average annual rate for the five-year 
period of 11.2 per 100,000. The death rate from leu- 
kemia for all physicians was thus about three times 
that for the adult population. As would be expected, 
leukemia shows a definitely higher percentage in the 
radiologists. In the period 1930-1954, 0.63% of the 
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deaths from specified causes of physicians assumed not 
to have had exposure to radiation were due to leu- 
kemia, as against 2.33% for all specialists in contact 
with radiation and 3.65% for radiologists. During that 
same time period, the mean age of the nonradiologists 
dying from leukemia was 60 years, whereas the radio- 
ologists died from the disease at a mean age of 55.8 
years. 

The five-year average mortality rate from lung 
cancer for 1950-1954 was 18.3 per 100,000 for the 
adult population as contrasted with 18.7 for physi- 
cians. Too few cases (three only) were reported in 
radiologists to obtain meaningful figures. Cancer of all 
other sites had a death rate of 178.4 per 100,000 for 
the adult population in 1950 as compared with 128.5 
for physicians. 

Other Diseases.—Not only do radiologists and spe- 
cialists exposed to some degree of radiation show a 
shorter mean life span than that of physicians assumed 
not to be exposed to radiation, but they die younger 
from practically every cause of death (see table). 


Age at Death of Radiologists and Nonradiologists, 1930-1954 


Physicians Not 


Exposed to 
Cause Radiation Radiologists 
Neoplasms 
EE cuebadobesdkss ch cams shes bbees eees 59.4 55.9 
CP OE GE is cc cdcdscccctsncctace 69.0 60.5 
CN OE TINH oi isin 600 0088s ctvces 62.8 61.3 
COSI GEE GUO ok cc cccsesenstadete 66.7 59.5 


Degenerative Diseases 


SP GEE ik 5b. 6 new d6g0005K0 60000008 60.9 58.6 


PI dso dk. bb se dhdndeccaeae ses ee 72.5 538.0 
Heart disease, nonspecifie ...... seeuus}ies 67.1 62.8 
NS thoes. suwevesdebiasd o0540% 70.7 66.1 
RE Sr 69.1 60.0 
Nephritis, type unspecified .............. 65.1 64.5 
Infectious Diseases 
I a tne hons ecéanes ceeitckee eee x 58.4 46.0 
TD nin cc cncnctineeset oetes 69.7 63.5 
SE "<5 ve cel el draskeukoéne less 6.3 51.3 
EE NE ac cacdincuce PExcienaes-séneettenoall 63.0 $5.5 
Be ee TN COI oon ccnvesccsccesenscs 66.4 61.9 


CE Oe SUED bvsncisenectacsakbes, obeb%e 67.6 61.6 


Thus, the nonradiologist dies from cancer, excluding 
leukemia, cancer of the skin, and cancer of the lung, 
at a mean age of 66.7 years, whereas the radiologists 
die of such cancers at a mean age of 59.5 years. 
Radiologists die younger than do nonradiologists 
from every major cause of death with the exception 
of anemia. Here, the number of cases in radiologists 
may be too small to be significant. Nonradiologists 
died at an average age of 61.4 and radiologists at an 
average age of 63.8.'° The discrepancy of 28 years in 
the case of death from peptic ulcer is particularly note- 
worthy, but the cases among radiologists are so few 
(three) that they are probably not significant. Thus, 
it is clear that not only are radiologists subject to cer- 
tain occupational diseases but, furthermore, radiolo- 
gists die from almost any cause of death at an earlier 
age than do nonradiologists. This strongly suggests 
that radiologists are subject to some common factor 
that lowers their resistance to disease and hastens the 
aging process. That this factor is ionizing radiation is 
strongly suggested by the fact that the practitioners 
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of those specialties that require some exposure to 
ionizing radiation have a longer life span than the 
radiologists but a shorter life span than physicians not 
exposed to radiation. 


Summary and Conclusions 


In a study of the deaths of 82,441 physicians re- 
ported in the period 1930-1954 inclusive, it was found 
that radiologists die on the average 5.2 years earlier 
than do other physicians. The nonradiology specialists 
known to be exposed somewhat to radiation also show 
definite shortening of life but less than that of radiolo- 
gists. It may be concluded that exposure to ionizing 
radiation is the predisposing factor in this shortening 
of life. The degree of precaution against exposure to 
ionizing radiation employed by some radiologists up 
to the present time has not been adequate to protect 
them from deleterious effects. The present standards 
for protection appear adequate, but more determined 
effort should be made to live up to them. 


194 Pilgrim Rd. (15). 


This study was done under a contract between the U.S. Atomic Energy 
Commission and the New England Deaconess Hospital. 
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MEDICINE AT WORK 








PORTRAITS IN HARMONY 


They put a real, live buffalo on the auction block at 
Ennis, Mont. There was a fish fry, two public barbe- 
cues, and a four-hour variety show for an audience of 
5,000 in Oceanway, Fla. ( population 990). And in Hill- 
man, Mich., volunteers among the 439 townsfolk did 
their job with chicken dinners, pancake suppers, and 
a street dance. What kind of a job? These three com- 
munities were bringing in a residing physician by 
raising money for a clinic. And they succeeded—in a 
movement that is reversing an ominous trend in rural 
medicine. 

From Oregon to Florida, from Vermont to Texas, 
towns that had been without a doctor for as long as 
10 years at last can boast an M.D. whose shingle hangs 
right on Main Street. No more sweating out road con- 
ditions for the harried doctor from the next county 
who would battle a storm to reach an emergency case. 
Now he is a neighbor. What is bringing about this 
change? Why are more and more young physicians 
viewing rural practice as—in the words of Dr. Harold 
M. Braswell Jr.—“not so bad after all; in fact it’s fine.” 

Last fall Dr. Braswell was spending his weekends 
from graduate work at the University of Chicago clin- 
ics following up leads on where to set up private 
practice. His wife, Miriam, was expecting a baby in a 
few weeks, and as he traveled hopefully by train and 
auto he checked off names of over 200 communities 
pleading for a resident physician in Wisconsin. The 
list had been supplied by the State Medical Society of 
Wisconsin, which learned of Dr. Braswell’s willingness 
to practice in that state. Several towns were attractive, 
but they lacked professional facilities. Then Dr. Bras- 
well and his wife visited Owen, Wis., population 1,034. 
There was a brand-new clinic—unoccupied. There 
were the people who had built it for a doctor they 
hoped would settle among them. For the town and the 
Braswells it was a case of love at first sight. Last Aug. 
17, on his 32nd birthday, just about the entire town 
turned out to officially welcome Dr. Braswell. There 
was a carnival, presentation of a key to the city, and 
handshakes all around—including the clasp of Dr. Ben- 
jamin Dike, the hometown physician who had left 
Owen doctorless three years ago when he retired to 
the South after 31 years of service. 


Planning and Pledging 


The community accolade for Dr. Braswell was spon- 
taneous, but his clinic was not. Fifty-five persons 
pledged from $50 to $1,000 to build the 11-room struc- 
ture under the citizen-committee planning and leader- 
ship of L. E. Bulgrin, an Owen businessman. As the 
building was going up, the father of a young osteopath 
offered to lay cash on the line for the $25,000 clinic to 
set up his son in practice. But the town held out for an 
M.D., and the osteopath now is in a neighboring com- 
munity. This month Dr. Braswell said: “The town 
treats me as if I have been here 30 years. I came with- 
out a penny, but thanks to the local banks and surgical 
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supply houses I have been able to finance all the equip- 
ment for the clinic. I hope to bring another physician 
to Owen within a year to help on the case load.” ( Dr. 
Braswell had three patients the day he unpacked, in- 
cluding an obstetric patient who had waited for the 
new doctor to arrive. ) 

This story of community leadership and planning is 
not a story of a handout; Dr. Braswell and Owen, Wis., 
see eye to eye on that point. He pays no rental the first 
6 months, but will pay 24 months’ rent during the re- 
maining 18 months. Money collected after repayment 
to shareholders will go into other civic projects—a 
swimming pool or another professional building. Busi- 
nessman Bulgrin told the people of Owen: “Forty years 
ago some of you may have started farming with a team 
and plow. It isn’t that way anymore. It takes a lot of 
money and equipment for a young doctor to get 
started. They need help.” It was Bulgrin who had gone 
to Chicago for help from the American Medical Asso- 
ciation’s Physicians Placement Service. This office, 
under the Council on Medical Service, operates as a 
clearing house for local medical societies across the 
nation. A large pin-studded wall map in the A. M. A. 
office indicates doctors and communities seeking each 
other. 

A Pin, a Blizzard, and a Buffalo 


One day Miss Dorris Webb, staff assistant, stuck a 
colored pin into the map at Ennis, Mont. Until a doctor 
later came there by jeep, to stay, the closest physician 
was 80 miles away. A blizzard in 1948 isolated the 
village for 10 days, and a doctor had to be flown in to 
help a young girl stricken with glandular fever. That 
crisis jolted the 400 people of Ennis into a fund-raising 
campaign for a $56,000 clinic-hospital. The money 
came from card parties, rodeos, a minstrel show, a 
memorial fund, and auctions of donated goods—includ- 
ing one buffalo. Across the country, Mayor Ed Bouchey 
of Hillman, Mich., was telling his civic leaders: “Let's 
put the cart before the horse—build a clinic and doc- 
tors home, and then look for a doctor.” In one week 
$14,000 was raised. The Michigan Health Council's 
placement service brought in a doctor, to a band 
concert reception. 





The Michigan Health Council’s physician placement service brought a 
doctor to Hillman after this town of 439 decided to “‘put the cart before the 
horse—build a clinic and doctor’s home, and then look for a doctor.” 


Fifteen businessmen in Platte, S. D., put up a total of 
$10,000 to buy a stucco house for conversion into a hos- 
pital. It attracted a physician, all right, but big opposi- 
tion came from one man during a drive to raise $35,000 
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to remodel the place. He insisted a hospital was not 
needed. Then, in 1950, during a blizzard in the first 
winter after the hospital opened, his wife had to be 
taken there by sleigh for delivery of a baby. You can 
easily guess who led a second fund drive for that 
hospital. 





Fifteen businessmen put up $10,000 to buy this stucco house in Platte, 
S. D., so they could convert it into a hospital—and thereby attract a physi- 
cian to the doctorless community. No state or federal funds were sought. 


The A. M. A. has been advising local medical soci- 
eties to do more than merely name a community-to 
physicians looking for a place to practice. And now 
many of those on placement lists receive detailed de- 
scriptions—even, as in the case of Indiana, lavishly 
illustrated brochures—describing the community as it 
will benefit their practice, their recreation hours, their 
worship, and their families. A special pitch is made 
to the doctor's wife, because many rural people have 
discovered the hard way that, if she does not like the 
town, her husband will not stay there for long. 


It Is Happening Across the U. S. 


All over the nation, with only few variations, the 
story is the same: The 300 people of Hookstown, Pa., 
seek help from the Medical Society of the State of 
Pennsylvania. They are urged to show that the town 
needs a doctor, to make the town attractive to him, 
and to be ready to help him. The advice works. A 
brochure mailed to names on a placement service list 
brings 16 physicians to look over an $18,000 home and 
clinic built with proceeds from a town fair, and one 
doctor stays. (Later, the same brochure invites industry 
to the town.) All schools and stores are closed for one 
day in Bertrand, Neb., so there can be a community 
auction to build a clinic. By the end of the day $7,000 
is raised. Added to other campaign funds, this builds 
the clinic. A doctor comes to Bertrand. A 12-bed hos- 
pital in Salina, Utah, is not much use without a doctor. 
So all 1,700 people in town are alerted as greeters for 
physicians responding to placement lists of the A. M. A. 
and the Utah Medical Society. The one who stays is 
from far-off Norfolk, Va., Dr. Morris Fine. 

Why all this fuss for a doctor? Why is it he cannot 
set up rural practice in an office of his own, on his own, 
without community help? The answers lie in modern 
medicine itself, and in its high standards. “The day of 
practicing out of the little black bag is gone with the 
horse and buggy,” said Dr. W. W. White, who spurned 
big-city practice because he preferred the warm- 
hearted people whose 16-bed hospital attracted him to 
Faith, S. D. 
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While the cost of living in rural communities is less 
than in big cities, capital investment is higher because 
there are no group facilities used by many medical 
men. That is why a small town needing modern medi- 
cal care finds it must pay for the facilities at the outset, 
rather than depend on ready cash of new doctors. 

What ready cash? In years past, a sizable percentage 
of starting physicians came from well-to-do families. 
Now, more likely than not, they got their education 
through G. I. aid, or scraped an existence through 
medical school and then through the heavy loss-of- 
earnings period of internship. Only in a Hollywood film 
does the handsome young doctor pull into the sleepy 
little town on the 8:12 from Omaha, looking for a place 
to settle down. Until recently, the town mayor or the 
chamber of commerce president was getting on that 
train to plead at the medical school for a doctor. Now 
placement service is a better solution. 


Through War And Peace 


The service began during the last world war as an 
emergency aid for communities whose physicians were 
being called into uniform. Then returning doctors 
used the service to set up civilian practice. But as 
peace bloomed, both doctors and communities kept 
asking for the help. Here was a permanent thing. 
Youths just entering medical school were asking to get 
on the placement mailing lists. One first-year student 
from St. Louis took his parents to a community listed 
in Michigan. They liked it, and when he gets his degree 
next year he hopes to hang his shingle there. Not long 
ago, a visiting physician from Nigeria, Africa, gathered 
some community success story data on physician place- 
ment from A. M. A. headquarters in Chicago. He ex- 
plained: “We have the same problem of distribution 
in my country.” 

The A. M. A. service is free, and there also is no cost 
for the service by 43 state medical groups. Any physi- 
cian or medical student is eligible; A. M. A. member- 
ship is not required. And there is no charge to commu- 
nities, either. Not all placement is for new physicians. 
Many doctors just want a change of scenery, like the 
woman orthopedic surgeon who has made at least 
three moves in recent years. She told the A. M. A. 
placement office: “I like to change my practice site 
every year.” 

Requests are forwarded by the A. M. A. to the medi- 
cal associations of states preferred by the applicant. 
He then is mailed detailed listings of communities 
available. Each community on the list also gets the 
doctor’s name for added contact. At last count there 
were over 1,000 pins on the A. M. A. wall map indicat- 
ing physicians and communities trying to get together. 
This does not include hundreds more names and places 
on local society placement rolls compiled independ- 
ently of the A. M. A. files. Many successfully placed 
physicians say they are as well off financially in rural 
areas as the average man anywhere in general practice. 
Actually, figures from the A. M. A. Bureau of Medical 
Economics and the U. S. Commerce Department show 
a higher average income from general practitioners in 
the towns than in the larger cities. 
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The Pioneers 


The theory that community initiative is needed to 
revive medical service in America’s hinterland was 
fostered chiefly in two states, Kansas and Virginia. The 
“Kansas Plan” was born after Dr. Franklin D. Murphy 
became dean of the University of Kansas medical 
school in 1948 at the age of 32. It was he who con- 
vinced communities that it is up to them to provide 
doctor facilities for rent or eventual sale. Dr. Murphy’s 
model was Mankato, Kan. (population 1,532). The 
townspeople raised $13,000 in a few days, and soon a 
half-dozen physicians, lured by state society placement 
notices, were looking over the town, and being looked 
over. Dr. R. M. Owensby, who came to visit relatives 
in Mankato in 1949, stayed. 

The plan of the Virginia Council on Health and 
Medical Care in 1946 was a pioneering kind of place- 
ment service. In the growth of a community spirit all 
across the state, Virginians were comparing clinic- 
building to churches for ministers and schools for 
teachers. 

The Texas Medical Society spent three years mak- 
ing a survey that disproved what Executive Secre- 
tary C. Lincoln Williston last month described as “one 
of the half-baked ideas some folks still hold that a 
critical doctor shortage exists in the country today.” 
What the survey did prove was that Texas had a physi- 
cian distribution problem. In Texas, as in other states, 
physician placement services are going beyond the 
problem. Only now, as these new portraits of harmony 
between physician and rural community come into 
focus, are some authorities beginning to see more than 
just a close and needed relationship, more than a suc- 
cessful placement service. 

Thomas Hendricks, Secretary of the A. M. A.’s 
Council on Medical Services, puts it this way: “When 
a doctorless community goes looking for a physician 
it primps itself up—and not just with a clinic. The 
people begin examining themselves and their resources 
in the light of his glance. They make sure their water 
and sewage systems are in good shape. They want the 
doctor's children to attend good schools, and so they 
put through their long-delayed school expansion pro- 
gram. Religion and churches benefit, too. The result 
is not merely a new doctor and a clinic. It is a better 
town, a better place to live—and that attracts more 
good families. When a community goes courting for a 
doctor, it is building itself up.” 





Atomic Warfare.—The trend of world events in the atomic age 
forces the inevitable conclusion that in future [we] must be 
prepared to care for mass casualties of a magnitude and abrupt- 
ness which far exceed any previous experiences in conventional 
warfare. In planning to meet this challenge, the types and 
numbers of physical injuries to be expected can be reasonably 
estimated from the quantities of heat, blast, and radiation that 
will be unleashed by the atomic explosion. However, the effect 
of the psychologic trauma accompanying such a destructive 
weapon in producing mental breakdown or otherwise adversely 
influencing behavior is not so susceptible of measurement or 
prediction. Yet the emotional state of the relatively un- 
injured survivors in atomic attack is of primary consideration, 
because only by their efforts can there be prompt reorganization 
for lifesaving aid to and rescue of the seriously injured, or 
for any effective defense against an immediate enemy assault 
exploiting such a tactical situation.—Col. A. J. Glass, M. C., 
U. S. Army, Psychologic Considerations in Atomic Warfare, 
United States Armed Forces Medical Journal, May, 1956. 
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REPORT TO THE COUNCIL 


The Council has authorized publication of the fol- 
lowing report. 
H. D. Kautz, M.D., Secretary. 


PRESENT STATUS OF THE TREATMENT 
OF TUBERCULOSIS 


Col. James A. Wier (MC), U. S. Army 


This report is the seventh in a series’ by the Vet- 
erans Administration-Army-Navy group that has been 
studying the chemotherapy of tuberculosis since 1946. 
This report is largely a summary of the data presented 
at the 15th Conference on the Chemotherapy of Tu- 
berculosis, held in St. Louis, Feb. 6-9, 1956. Its purpose 
is to briefly summarize data presented as a result of 
cooperative studies as well as to mention reports of 
pilot studies and other original work of individual 
hospitals or investigators. For more details on methods 
and techniques of the cooperative studies, reports of 
early conferences or the recent summary by Tucker * 
may be consulted. 

This report is directed primarily toward the internist 
and general practitioner of medicine rather than 
toward the specialist in pulmonary disease or tuber- 
culosis. No effort will be made to report on all papers 
presented or to interpret any of the more controversial 
material debated. 


Three Basic Chemotherapeutic Regimens 


Comparison has been made of 3,250 cases of pul- 
monary tuberculosis treated for at least four months 
with one of the three following regimens: 1 gm. of 
streptomycin given twice weekly plus 12 gm. of 
aminosalicylic acid (PAS, formerly para-aminosalicylic 
acid, U. S. P. XIV) administered daily; 1 gm. of strep- 
tomycin given twice weekly plus 0.3 gm. of isoniazid 
administered daily; or 0.3 gm. of isoniazid plus 12 gm. 
of aminosalicylic acid administered daily. These regi- 
mens, which were assigned to patients by random al- 
location, were continued for 12 months or longer in 
most instances. Results have revealed no differences 
regarding x-ray improvement or bacteriological 
conversion in patients with minimal pulmonary tuber- 
culosis; however, in patients with far-advanced pul- 
monary tuberculosis, the bacteriological conversion rate 
at 5 to 8 months and at 9 to 12 months was significantly 
better in patients receiving isoniazid plus aminosali- 
cylic acid than in those receiving either streptomycin 
plus isoniazid or streptomycin plus aminosalicylic 
acid. In these cases, the streptomycin was administered 
twice weekly. The streptomycin-isoniazid combina- 
tion produced slightly better results than the 
streptomycin—aminosalicylic acid combination in the 
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far-advanced cases. Careful evaluation of results and 
personal experiences of all investigators supported the 
belief that roentgenographic improvement per se was 
the least important means of evaluating results of drug 
therapy, particularly in more advanced and cavitary 
disease. It was felt that evaluation of cavity closure 
and bacteriological conversion and eventual relapse 
rates would be the most reliable guides. 

In the evaluation of cavity closure, differences in 
results with these three regimens were least apparent 
in patients with small cavities. In patients with cavities 
no larger than 1 to 2 cm. in diameter, the percentage 
of cavity closure at 12 months without use of resec- 
tional surgery was the same with streptomycin plus 
isoniazid and isoniazid plus aminosalicylic acid, but 
only slightly lower with streptomycin plus aminosali- 
cylic acid. In patients with cavities of 2.5 to 3.5 cm., 
the combination of isoniazid plus aminosalicylic acid 
was slightly more effective than the other regimens; 
in patients with cavities larger than 4 cm. in diameter, 
the isoniazid—aminosalicylic acid combination yielded 
a significantly higher percentage of cavity closure at 12 
months than did the other two regimens. The strepto- 
mycin-aminosalicylic acid combination proved least 
effective. This superiority of isoniazid plus aminosali- 
cylic acid was apparent at each evaluation period. 

Bacteriological resistance to streptomycin (equal 
growth in 10 mcg. per milliliter in vitro) did not differ 
significantly in the groups treated with streptomycin- 
isoniazid or streptomycin—aminosalicylic acid. A dif- 
ferent picture was presented, however, concerning 
isoniazid resistance (equal growth in 5 mcg. per 
milliliter in vitro). There was a significantly higher 
incidence of patients with organisms resistant to iso- 
niazid when they were treated with streptomycin plus 
isoniazid than when they were treated with isoniazid 
plus aminosalicylic acid. This became more apparent 
at each observation period after four months and was 
more striking in patients with cavities larger than 4 cm. 

In summary, it may be stated that the combination 
of isoniazid plus aminosalicylic acid was significantly 
more effective than either of the other two regimens in 
the treatment of pulmonary tuberculosis, especially in 
those patients with more advanced disease; in less ex- 
tensive disease there was no significant difference be- 
tween the regimens. 


Pilot Studies 


Triple Drug Therapy.—Two hundred eighty patients 
were treated for at least eight months with a three-drug 
combination, streptomycin plus isoniazid plus amino- 
salicylic acid, as compared to a streptomycin-isoniazid 
combination or streptomycin plus aminosalicylic acid. 
Results showed little difference, except that there was 
more bacteriological conversion at all evaluation points 
with the first two combinations. The streptomycin was 
administered twice weekly in all the combinations. 

Streptomycin Administration.—Preliminary results in 
treatment of 142 patients would tend to contirm the 
British Medical Research Council studies,’ which 
demonstrated that administration of 1 gm. of strepto- 
mycin plus isoniazid, both given daily, produces less 
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emergence of organisms resistant to isoniazid than 
administration of 1 gm. of streptomycin twice a week 
and isoniazid daily. 

Duration of Chemotherapy.—Results of cooperative 
study comparing the effectiveness of treatment in pa- 
tients receiving 6 or 12 months of drug therapy after 
achieving x-ray stability, cavity closure, and bacterio- 
logical conversion have been inconclusive. All investi- 
gators were in general agreement that drug therapy 
should be continued for at least a year in all cases and 
for no less than six months after the achievement of 
clinical control of the disease as defined previously. 
Chemotherapy of longer duration should be used in 
patients with more extensive disease and with so-called 
open-healed cavities. 

Bed Rest.—Cooperative studies to evaluate the need 
for bed rest have been largely inconclusive. One Vet- 
erans Administration hospital has treated all patients 
for several years on a liberal basis of free activity 
within the hospital. Their results in a group of 200 
patients compare favorably with the over-all results 
reported from other Veterans Administration hospitals. 
One Army hospital has established a program to evalu- 
ate the importance of modified bed rest as compared 
to ad libitum ambulation in hospitalized patients. A 
preliminary report indicated no differences in the re- 
sults in 95 patients on bed-rest therapy and in 80 
patients permitted early ambulation. It was empha- 
sized by all concerned that preliminary hospitalization 
of tuberculous patients was indicated and initial home 
care was not recommended, even though it appears 
feasible to shorten the duration of hospitalization in 
most patients undergoing original drug treatment. 


Individual Drugs 


Pyrazinamide.—In 1954, at the 13th Veterans Ad- 
ministration Conference, there had been concern over 
the use of pyrazinamide because of an apparently high 
incidence of toxic effects on the liver; however, its 
effectiveness in animals, when combined with iso- 
niazid, and the results of therapeutic trials in humans, 
have reawakened more widespread interest in this 
drug. It has been found that combined pyrazinamide- 
isoniazid therapy is effective in patients who have 
never received either drug before. A preliminary report 
at this conference, on a relatively small number of 
cases, indicated that this two-drug combination (137 
patients treated) was somewhat more effective in 
bringing about x-ray improvement, bacteriological 
conversion, and cavity closure than were streptomycin 
plus isoniazid (78 patients), isoniazid plus amino- 
salicylic acid (112 patients), or streptomycin plus 
aminosalicylic acid (115 patients). In all studies re- 
ported there is a significant factor of toxic effect on the 
liver; approximately 10% of the patients receiving 
pyrazinamide showed abnormal results in liver func- 
tion tests, and about 3% showed frank jaundice. Most 
of these conditions, however, revert to normal when 
the drug is withdrawn. One exception to the reported 
toxic effect on the liver was in the group of patients 
previously reported by the Public Health Service, in 
which the rate of toxicity was much lower. The com- 
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bination of pyrazinamide plus isoniazid also was ef- 
fective in patients with organisms resistant to strepto- 
mycin and/or aminosalicylic acid. Pyrazinamide alone 
may be used with reasonable success for periods of 30 
to 60 days to cover surgery in patients resistant to other 
major drugs. Pyrazinamide plus viomycin was believed 
to produce no better results than those expected with 
pyrazinamide alone. 


Cycloserine.—The effectiveness of cycloserine in the 
treatment of pulmonary tuberculosis has now been in- 
vestigated for about two years. A preliminary report 
on cycloserine alone versus combined isoniazid—amino- 
salicylic acid therapy has established that cycloserine 
alone is inferior to this combination in all respects 
evaluated. Schmidt reported that cycloserine and iso- 
niazid appear to act synergistically against tubercluosis 
in the monkey. Preliminary clinical reports by Epstein 
indicate that cycloserine plus isoniazid may be an 
effective regimen in man. Reports of toxicity, particu- 
larly to the central nervous system, have continued. 
This toxicity appears to be related to blood levels of 
the drug and is higher with levels over 30 mcg. per 
milliliter. There has been no indication of increased 
toxicity from the combined use of cycloserine and 
isoniazid. 

Hinconstarch._A combination of amithiozone, iso- 
niazid, and starch was studied in experiments with 
animals. It was felt to be about as effective as the 
amithiozone and isoniazid contained in the combina- 
tion might be individually, although there was some 
indication that the toxicity of amithiozone was lessened 
in the starch combination. 


Isoniazid.—Isoniazid is degraded in human subjects 
into several derivatives, one of these being biologically 
inactive acetylisoniazid. It has been shown that the 
degree of this inactivation may vary significantly from 
individual to individual. The usual chemical assay 
method (Poet and Kelly) for determining the iso- 
niazid level in serum does not distinguish between the 
active free isoniazid and the biologically inactive deriv- 
atives. As a consequence, some individuals with ad- 
equate serum levels determined by the chemical 
method will have an entirely inadequate level as de- 
termined by the bioassay methods, indicating that in 
these individuals there should be little therapeutic 
effect from the isoniazid used. Variations of free iso- 
niazid in the urine reflect the free (biologically active ) 
isoniazid in serum. In some of these individuals the 
simultaneous administration of aminosalicylic acid will 
elevate the level of biologically active isoniazid in the 
serum, probably by competing for the acetylation 
mechanism. 


Thoracic Surgery 


Surgical Resection.—Consolidated data presented at 
the conference indicated that 1,307 pulmonary resec- 
tions were done during the last year. The percentages 
of types of operations for 1954-1955 were pneumonec- 
tomy, 5%; lobectomy, 39%; and segmental and wedge 
resection, 56%. Mortality rates for these procedures 
were pneumonectomy, 21%; lobectomy, 4%; segmental 
resection, 1.3%; and wedge resection, none. The over- 
all rates of mortality for the period 1953 to 1955 in- 
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clusive were pneumonectomy, 16.5%; lobectomy, 3.3%; 
segmental resection, 1%; and subsegmental resection, 
none. The rate of serious complication as evidenced by 
empyema was pneumonectomy, 18.5%; lobectomy, 
4.7%; segmental resection, 4%; and subsegmental resec- 
tion, 0.8%. The incidence of complication is higher in 
the patient previously treated, but with tubercle bacil- 
li still susceptible to the drugs being used, than in a 
patients receiving treatment for the first time; com- 
plications are most frequent in patients previously 
treated whose tubercle bacilli are drug resistant. 

Resection of Closed Lesions.—One Veterans Admin- 
istration hospital reported on a follow-up of patients 
with pulmonary tuberculosis with closed lesions in 
whom surgical resection or medical treatment was 
administered by random selection. Four of 43 patients 
in whom resection of closed lesions was added to 
medical treatment had relapses; 3 of 56 in whom re- 
section was not done had relapses. In general, an 
increasing lack of enthusiasm was noted among the 
investigators for resection of closed necrotic lesions in 
patients receiving adequate chemotherapy. 

Morphology and Bacteriology of Closed Lesions.— 
Data from the cooperative study were presented on 
bacteriological examination of 1,367 surgically resected 
lesions, of which 64% were closed lesions, 13.5% were 
open lesions, and 22.5% were mixed. Seventy per cent 
of the closed lesions were negative for tubercle bacilli 
by culture, whereas 40% of the open and 44% of the 
mixed lesions were negative. It was noted that, the 
larger the closed lesion, the higher the percentage of 
bacteriological positivity; and the longer the period of 
preoperative chemotherapy, the fewer the number of 
positive lesions. The duration of preoperative chemo- 
therapy seemed to have no relation to the percentage 
of positivity of open lesions. 


Nonpulmonary Tuberculosis 


Miliary and Meningeal Tuberculosis.—The favorable 
trends noted with miliary and meningeal tuberculosis 
reported previously are continuing. A two-year follow- 
up has revealed 95% survival of patients with miliary 
tuberculosis treated with streptomycin-isoniazid, with 
or without aminosalicylic acid; the two-year survival 
rate in patients with meningitis similarly treated is 
80%. Most of these patients have received triple ther- 
apy, but all have received isoniazid and streptomycin. 
These results are significantly better than were ac- 
complished previously with a combination of strepto- 
mycin and aminosalicylic acid. 

Genitourinary Tuberculosis.—One investigator, ex- 
panding on the results of chemotherapeutic regimens 
in genitourinary tuberculosis, indicated that triple 
therapy has shown about 5% better results than any 
combination of two drugs. He again emphasized the 
trend toward less surgical intervention in renal tuber- 
culosis. He recommended that drug therapy for most 
cases of renal tuberculosis be continued for at least 
24 months. 
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Some Special Problems 


The Open-Negative Tuberculous Cavity.—The open- 
negative tuberculous cavity is defined as an empty 
space lined by hyalinized connective tissue with no 
sign of specific inflammation in the wall and with no 
exudate in the space. Ninety-eight surgically resected 
cavities were examined. Twelve showed open healing 
on pathological examination; 55 cavities were ac- 
tive clinically, and on pathological examination 31 
were Clinically open-healed with negative preoperative 
bacteriology. Of these clinically open-healed cavities, 
two-thirds were active on pathological examination. 
Only 4 of 12 open-healed cavities ( pathologically ) had 
typical thin-walled appearance as evidenced by a pre- 
operative x-ray. In some instances, patients with open- 
healed cavities were treated with streptomycin plus 
aminosalicylic acid, indicating that this phenomenon 
is not necessarily the result of treatment with isoniazid 
as has been suggested. 

The in Vitro Action of Antituberculosis Agents 
Against Multiplying and Nonmultiplying Organisms.— 
Further evidence was presented that indicated that 
both streptomycin and isoniazid are most active 
against tubercle bacilli that are actively multiplying 
and that they have little effect on those that are not 
multiplying or are in a resting state. 


Summary 


As data accumulate on large numbers of patients 
with pulmonary tuberculosis treated with long-term 
combined chemotherapy, it is increasingly evident 
that most patients undergoing an initial course of 
therapy do well on any of the adequate drug regimens. 
Significant differences occur only in patients with far- 
advanced disease who are selected on the basis of 
large cavities or multiple bilateral cavities. In these 
cases the best results have been obtained when iso- 
niazid and aminosalicylic acid are given daily in com- 
bined therapy. These findings suggest that no rule of 
thumb can be dictated that will apply to chemo- 
therapeutic treatment of all patients with pulmonary 
tuberculosis. In these problem cases, other factors are 
arising that further complicate the proper treatment of 
the individual. These include the different rates of 
inactivation of the chemotherapeutic agent in the 
patient being treated, the significance of the open 
cavity remaining in a patient who is always bacterio- 
logically negative, and the development of resistance 
of the bacterial organisms to the chemotherapeutic 
agents used. 
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FURTHER PROGRESS IN SPECIFIC THERAPY 
OF TUBERCULOSIS 


GUEST EDITORIAL 
H. Corwin Hinshaw, M.D. 


Each year some hundreds of physicians and surgeons 
gather to learn the latest results and opinions concern- 
ing specific drug therapy of tuberculosis as revealed at 
the Conference on Chemotherapy of Tuberculosis, 
sponsored by the Veterans Administration and the 
armed forces. A report to the Council on Pharmacy 
and Chemistry concerning developments in this field 
as reported at the 15th conference appears elsewhere 
in this issue of THE JouRNAL (see page 471). This con- 
tinuing cooperative project, surely the largest in the 
history of medicine, has involved more than 50 hospi- 
tals and at least 15,000 patients. In addition to supply- 
ing factual data and a digest of opinions to physicians 
everywhere, this conference constitutes a powerful 
educational force within the VA and the armed forces. 
Never before has it been demonstrated so well that 
unique research opportunities in the federal services 
are offered to physicians with a scholarly bent. 

The accumulated data convince me that several 
almost equally effective therapeutic regimens have 
been established by this great research project. The 
superiority of aminosalicylic acid combined with iso- 
niazid is demonstrated only by statistical analysis of 
extensive data, for any margin of superiority is slight 
and seems to apply only to bacteriological results. 
In other respects no convincing difference is observed 
between several of the regimens studied. To the prac- 
ticing physician this appears to indicate that any one 
of the various combinations of streptomycin, isoniazid, 
and aminosalicylic acid may be used with confidence. 
Often the individual patient’s tolerance and comfort 
will be the deciding factor in the choice of therapeutic 
regimen. Furthermore, what is best for the statistical 
“average” case may not be best for the individual. 
Thus, an appeal is being made for clinical judgment 
in choice of therapy rather than for adherence to pro- 
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tocol. Such judgment is employed by the very capable 
physicians in government service; the patients selected 
at random for research constitute a minority of those 
treated in many institutions. 

Attention is directed to the observation that daily 
administration of streptomycin again appears to offer 
advantages over twice-weekly administration when this 
drug is combined with isoniazid. This fact, shown re- 
cently by British observers, does not necessarily con- 
flict with earlier conclusions of the VA-armed forces 
project, because the latter work was done before the 
discovery of isoniazid and conclusions apply to com- 
binations of aminosalicylic acid and streptomycin only. 
The toxicity of streptomycin when administered daily 
has often been exaggerated and is now diminished 
by the use of streptoduocin, a mixture of dihydro- 
streptomycin and streptomycin. Studies are under way 
in some civilian institutions to determine if strepto- 
mycin given every 48 hours will have a sustaining anti- 
bacterial effect comparable to that of streptomycin 
given daily. 

Finally, I must contradict the popular impression 
that tuberculosis therapy has become a standardized 
routine. Each of these great conferences brings to light 
more problems than are solved. Intense efforts are 
being expended to further shorten the period of hospi- 
talization and to lessen the hazard of relapse. If these 
are successful, every taxpayer will benefit, as well as 
the patients involved, for tuberculosis continues to be 
the most costly and devastating of the chronic infec- 
tious diseases in the United States and throughout 
the world. 


PORTRAITS IN HARMONY 


When a community puts on its Sunday best to woo 
a doctor into its fold, that is a love story. But it is more 
than that. Elsewhere in this issue (page 468) is an arti- 
cle entitled “Portraits In Harmony.” It is the story of 
how local medical societies, through their placement 
services, are helping rural areas reverse the trend of 
general practitioners going to big cities. The towns are 


‘doing this by campaigning for contributions and in- 


vestments, and by donating time and labor to create 
the one thing most young doctors cannot afford out- 
right: facilities to meet the demands of modern medi- 
cine. The doctor is not given a handout; instead he 
properly and willingly pays for his clinic in rent or 
gradual purchase. These efforts are building communi- 
ties—and thereby building America. 


MEDICINE AT WORK 


Elsewhere in this issue (page 468) is a section 
entitled Medicine at Work. This is a new column, 
beginning with this issue of THE JouRNAL, which will 
be published from time to time and which will feature 
attempts of the medical profession and other groups 
interested in health to solve medical problems facing 
this nation. The American. Medical Association has 
many committees and councils organized to help meet 
these problems; so do other organizations. Much also is 
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done by civic-minded groups and individuals, as is 
told in the story “Portraits in Harmony.” Too little, 
however, is known of such efforts, and, as a result, 
often there is criticism because of lack of information 
when there should be commendation because of ac- 
tions taken. It is hoped that this reporting will permit 
members of the A. M. A. to be better informed about 
what their organization is doing and about what other 
groups are attempting to accomplish in the health field. 
It is also hoped that the information will be shared 
with all, whether they are physicians or not, who have 
a genuine interest in meeting the medical needs of 
this nation. 


LONG-RANGE EFFECT OF EXPOSURE 
TO RADIATION 


Because of the wide publicity given to conflicting 
statements, there has been much confusion in the pub- 
lic mind regarding the long-range effects on the human 
race of exposure to various ionizing rays. The state- 
ments that atomic explosions caused no damage to 
descendants of the people in the bombed cities of 
Japan on the one hand and that atom bomb testing has 
already seriously undermined the genetic basis of all 
mankind on the other present extremes, both of which 
are in error.’ It is important that the truth be recog- 
nized. All radioactive materials, whether naurally oc- 
curring radium or artificially produced isotopes, emit 
rays, the most important of which from a genetic 
standpoint are gamma rays. In emitting such rays these 
elements undergo a process of decay or transformation 
into a more stable form. X-rays used chiefly for medical 
diagnostic purposes may also, by their scattered radia- 
tion, provide a significant amount of genetic damage. 
The effects of the radiations to which we are all ex- 
posed have been intensively studied by several com- 
mittees of the National Academy of Sciences, and two 
reports that give the most authoritative views now 
available have been published.*? These are worthy of 
wide dissemination. As with most things on earth, proc- 
esses involving radiation are neither good nor bad in 
themselves. When properly understood and handled 
they may be made to serve man in useful ways, but 
like fire and electricity their potential dangers must be 
known and appropriate precautions must be taken 
when they are so used. 

A certain amount of radiation, emanating from cos- 
mic rays and other natural sources, has always been 
present in our environment. This is called background 
radiation, and it is estimated that in 30 years the aver- 
age dose to which the gonads are exposed is between 
4.3 and 5.5 r, depending on the altitude at which a 
person lives, because the exposure is greater at higher 
altitudes. The period of 30 years is chosen because 
most children are born before their parents are over 
30 years old. It is further estimated that in the first 30 
years of life the average exposure from diagnostic 
x-rays is about 3 r. Radioactive fall-out from testing 
atomic weapons, if such testing were to be carried on 
at the present rate, would give an average 30-year 
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exposure of about 0.1 r, although estimates vary from 
0.02 to 0.5 r. In any case, as compared with that from 
diagnostic x-rays, it is small but nevertheless significant. 

Genes are present in all body cells, and mutations in 
these genes may be produced by heat, chemical action, 
or radiation. Such mutations are of significance only 
when they involve the reproductive cells. A certain 
amount of mutation has always taken place as a result 
of background radiation, but every added source of 
radiation increases the chances for additional muta- 
tions. Mutant genes are usually recessive, so that for 
maximal effect they must be present in both parents, 
but even in the dormant stage they are carried along 
from generation to generation. They almost always 
lead to some harmful effect, so that the offspring in- 
heriting the new characteristic may be stillborn, be so 
handicapped as to be unable to survive, be unable to 
reproduce, or be handicapped for life with a defect 
that shortens life or reduces fertility. Thus the more 
harmful the mutant gene the sooner it dies out when 
natural selection is allowed to exert its evolutionary 
force. Modern medical science, however, tends to sal- 
vage many of these handicapped persons and to retard 
the natural extinction of their kind. 

Geneticists are now agreed that, although certain 
levels of exposure to radiation are alarmingly danger- 
ous, there is no such thing as a safe level because all 
radiation from whatever source is potentially danger- 
ous from the genetic viewpoint. Because the disabilities 
and deaths due to radiation-induced mutations are 
spread out thinly over many generations, the cost in. 
human life and happiness is difficult to measure and 
the individual sufferers cannot trace their trouble to its 
exact source. With these facts in mind, certain recom- 
mendations can be made. A system should be set up 
whereby every person will keep a record of his ex- 
posure to x-rays throughout his entire life. The use of 
diagnostic x-rays should be held to a minimum con- 
sistent with sound medical diagnosis and care, and 
greater efforts should be made to shield the gonads, 
especially in patients under 30 years of age. The radio- 
activity of our natural environment should be kept 
under constant review. Should special circumstances 
arise where greater exposure than the permissible level 
is required for one or another purpose, persons not 
likely to have any more children had best be assigned. 
Protective devices have been built into atomic installa- 
tions consistently, and this trend must be continued 
both in them and in research laboratories. Further- 
more, more convenient means than those now available 
must be found for disposing of radioactive wastes from 
such installations. All risks attendant on the use of 
atomic energy must be carefully weighed against the 
expected benefits. In the solution of some of these 
problems a beginning has been made. There are, how- 
ever, still potentially dangerous gaps in our knowledge, 
and filling these gaps is a matter of the utmost urgency. 
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PROCEEDINGS OF THE CHICAGO MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE ANNUAL MEETING IN CHICAGO, ILL., JUNE 11-15, 1956 


The actions of the House of Delegates at the Chicago Meeting 
_are herewith abstracted so that the readers may have this in- 
formation in digest form. The official proceedings will be made 
available, as in the past, in a booklet, which will be sent to all 
members of the House of Delegates and officers of the American 
Medical Association by the Secretary. This booklet will not be 
available for several weeks.—Ep. 


Preliminary Report of Reference Committee on Credentials 


Dr. Raymond F. Peterson, Chairman, Montana, reported that 
192 delegates of a possible 196 had been qualified and seated, 
and the Speaker, Dr. E. Vincent Askey, announced that a 
quorum was present. 


Invocation 


The Very Reverend James M. Maguire, President of Loyola 
University, pronounced the following invocation: 

O God, we pause at the opening of this national convention of 
physicians to acknowledge gratefully and filially Your omnipo- 
tence, Your sublime holiness, and, in a special way, Your loving 
kindness and care for Your children, From the deep natural 
instincts that You have implanted in the hearts of earthly fathers 
and mothers, we know that You, Who art father of us all, look 
upon a good done to one of Your children as a service of love 
and devotion even to Yourself. How deep, then, must Your love 
be for the physician who goes about ministering to the ills and 
assuaging the pain of Your children. Grant, O heavenly Father, 
to those who minister to the afflicted body a deep realization and 
a constant awareness of the infinite value of the human soul that 
gives form and life to the body. May their ministrations for the 
life and health of the body always assist the patient on his way 
to You, his eternal Father in heaven. Amen. 


Report of Reference Committee On Rules and Order of Business 


Dr. Herbert H. Bauckus, Chairman, New York, presented the 
following report, which was adopted: 

Your Reference Committee on Rules and Order of Business 
recommends (1) that the Speaker be authorized to vary the 
order of business if necessary adjustments become evident, un- 
less such changes are objected to and otherwise ordered by the 
House; (2) that the list of seated delegates as certified to the 
Secretary by the Credentials Committee shall constitute the 
official roll call and record of the House attendance; (3) that 
the Speaker be allowed to grant the privilege of the floor to such 
persons as may be presented by the President or Chairman of 
the Board of Trustees and to others who will aid in the delibera- 
tions of the House; (4) that the Speaker recess the House at 
times to be determined by him best suited for the comfort of 
the House members unless countermanded by the vote of the 
House. 


Address of Dr. Lowell T. Coggeshall 


Dr. Lowell T. Coggeshall, Special Assistant for Health and 
Medical Affairs, U. S. Department of Health, Education, and 
Welfare, was introduced by the Speaker, and delivered the 
following address: 

Mr. President, Members of the House of Delegates of the 
American Medical Association, Officers of the Association, and 
Guests: It is indeed a very pleasant assignment to appear before 
you this morning in behalf of Secretary Folsom who wished to 
come, but the pressure of other matters has prohibited his 
attendance here as it has on many other similar matters. It is an 
especially pleasant task to appear before you because I am 
somewhat in the position of the hometown boy coming back 
home. I might say, parenthetically, that there are many times in 
Washington I wish these tasks would come a little more often, 


but there doesn’t seem to be a satisfactory substitute for the 
business at hand. I know you have a very crowded agenda and 
lots to do, and I am not going to appear before you long. I have 
no prepared speech. I am reminded of a remark of Secretary 
Wilson the other night. Speaking about prepared speeches, he 
said, “From now on, I am going to write my own speeches so 
that I will be dead certain when I find a foot in my mouth that 
I will know whose foot it is.” So, if I have a foot in my mouth 
this morning, I shall know for certain whose foot it is. 

I would like to report to you more as a member of your 
organization, rather than as a representative of the government 
in Washington, about how things are going in Washington as 
seen from a very busy schedule in the past few months. I 
accepted this assignment rather reluctantly, not to minimize the 
importance of the task, because I believe the Secretary’s position 
in medicine is probably the single most important position held 
by any one man today. The potentialities for good and the 
potentialities for harm are equally present. I have had a very 
pleasant experience, however, in Washington on the whole. 
Primarily my pleasant experience stems from the association 
with this organization. I was told when I went down there that I 
should have my head examined for accepting the post. I did not 
believe it was true then; I do not believe it is now. I was told 
that you got little credit for anything good that was done, they 
expected you to do better, and you got all sorts of blame for 
everything that went wrong. I would like to thank particularly 
the members of the American Medical Association, the Liaison 
Committee, and the Legislative Committee. 

The policy of the Department of Health, Education, and 
Welfare at this time is one of an open door. We solicit opinions 
and we attempt to evaluate those that are presented to us, and 
they are multiple as you can be assured. There are certain posi- 
tions that we have to take and that you would expect one of 
your representatives to take in relation to the over-all program 
that may not be entirely consonant with the thinking of the 
organized body of this Association. On the other hand, I wish to 
assure you, with conviction and sincerity, that the over-all 
objectives of the Department of Health, Education, and Welfare, 
as they apply to the practice of health and medicine in this 
country, do not vary from the objectives of this organization. 

It is particularly pleasant for me to tell you that I am working 
with Secretary Folsom, one of the most forthright, intelligent, 
noncompromising individuals that I know of. His guide line is, 
will it be best for everyone concerned? In saying that, I am sure 
I express the sentiments of many others who come in contact 
with him. 

First, may | point briefly to the over-all task. The Department 
of Health, Education, and Welfare is a very complex organiza- 
tion simply because it has in it the many facets, the many 
organizations, that have more or less existed independently. 
Into this organization come the three primary functions, namely, 
the function of health, of education and of welfare. Mr. Folsom 
is an expert in the field of welfare; Mr. Harold Hunt, former 
superintendent of schools in this city, is primarily concerned 
with education, and I have the responsibility of advising the 
Secretary on matters of health. 

In this particular organization, as far as the government is 
concerned, is the enormous department of the Public Health 
Service. I do not know whether any of the members of the 
Public Health Service are here this morning, but may I say to 
you that my admiration and respect go to them as a very dedi- 
cated group working to the best of their ability, and they merit 
your full support. Let us take, for example, the poliomyelitis 
situation, one of the most dramatic, most emotional situations 
that has appeared on the scene in the past few years. After seeing 
it from the inside, I am not surprised at the furor in connection 
with the distribution of this vaccine. I am surprised that it 
wasn’t worse. I am happy to report to you today that June will 
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probably result in the largest release of this vaccine that has 
occurred in any month. The Public Health Service has been 
guided very carefully by its technical experts, including Dr. Salk, 
and has heeded their advice. By another year, we hope to be out 
of the vaccine distribution business entirely, putting it on the 
same basis as any other beneficial vaccine now available. I would 
like to say at this time that the more children we can get 
immunized in the forthcoming weeks, the better off we shall be. 
There was every reason for the program to go wrong, as I say. 
I am reminded of my short stay in Ann Arbor early in the war 
when they built the Willow Run plant. Everything was wrong— 
transportation was not available, there was no housing, there was 
no food, the labor market was not there, everything was wrong; 
but less than a year from the day it was started, bombers were 
rolling off at the rate of one an hour. People have criticized the 
poliomyelitis program from the standpoint of its statistical 
evaluation, distribution, and everything else. However, the end- 
results coming today from Texas, Washington, Rhode Island, 
and Florida show that there is about an 80% reduction in the 
number of paralytic cases of poliomyelitis already this year. 
These are not isolated instances. 

To go on very quickly, | would simply close by saying that 
we are primarily concerned at this time with legislative matters. 
Of particular interest to this group is the bill S. 7225 that all of 
you are so much interested in. Here, as you know, the Secretary 
took a very forthright position, studied the matter thoroughly 
from all its aspects and made his decision that he was opposed 
to this for the reasons that have been well known to you. In this 
respect, I think you cannot and never will understand the 
pressures that were exerted to have a contrary opinion expressed. 
We are not happy about some of the turns of events there in 
lowering disability when everything is being done to improve 
the working conditions for man and extending the longevity of 
his working period. But there are certain compromises that will 
be made in spite of everything. 

I would point out to you, which you probably know, that the 
attitude in Washington, particularly in the House and Senate, is 
that health is the most wonderful thing in the world and we do 
not support it sufficiently. I will give you one short example of 
that. Last year the operating budgets for the National Institute 
of Health were 102 million dollars. The Secretary, with the 
advice of the people in the National Institute of Health, outside 
scientists, medical deans, and many others, thought that an 
increase of 15 million dollars that was rationally worked out 
would be to our best interest. This came up before the Appro- 
priations Committee of tne House and the budget was hiked 
another 9 million dollars, from 102 million to 126 million dollars. 
Then the House made it up to 135 million. When it got into the 
Senate, it was pointed out that there was lack of imagination in 
the Department of Health, Education, and Welfare, there was 
no foresight, and, said they, “You do not know how much money 
needs to be spent, and we are going to hike it to 182 million 
dollars.” This was done, an increase of 82% in one year. This will 
be cut back, but I only draw it to your attention to indicate the 
attitude of the present Congress. 

It is our attitude in the Department of Health, Education, and 
Welfare—and I would not stay there five minutes if it were not 
so—that we must improve the health of the people by doing 
those things that are healthy, that we must give more to rehabili- 
tation rather than make more attempts to get people on various 
pension plans or other subsidies. More attention should be given 
to occupational hazards, because we are going into increased 
occupational hazards as we become more and more industrialized. 
We must concern ourselves with the health aspects of radiation 
energy. 

All these things are highly essential, and we are not trying to 
put the government in the business of running medicine. For 
any of you who are concerned that inside the government at the 
present time there is an insidious movement in this direction, I 
can assure you with every conviction and sincerity that just the 
opposite is true. 

Finally in closing, again I would like not only to pay my 
respects but to give my thanks to the Washington Office of the 
American Medical Association, Dr. Tom Alphin, and his asso- 
ciates. They have been very ready to express their view, the 
position of your organization. There has been no attempt to 
pressure. The office in Washington and the headquarters office 
of the Association have been most helpful. 
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As I have said, in spite of the opinions that I received before 
I went to Washington, I accepted this post, although with some 
reluctance, but the experience has been very pleasant and just 
the opposite of what I had been told it would be. I hope that 
my services in Washington will be evaluated more on the basis 
of the job that I do rather than the speeches I give. Thank you 
very much! 


Resolution Regarding President Eise shower 


Dr. James Z. Appel, for the delegation from Pennsylvania, 
presented the following resolution: 

Resolved, That the House of Delegates of the American Medical As- 
sociation, sitting in annual session in Chicago, Illinois, this 11th day of 
June, 1956, wishes to express to Dwight D. Eisenhower, President of 
the United States, its happiness on his present favorable progress toward 
recovery from his recent serious illness and its sincere hope for a rapid 
return to complete and robust health. 

Dr. Appel moved, and the motion was seconded by several, 
that the resolution be adopted and that a copy of it be forwarded 
to the President of the United States over the signatures of the 
President of the American Medical Association and the Speaker 
of the House of Delegates. The Speaker received the unanimous 
consent of the House for the resolution to be considered at once 
without referral to a reference committee, and the House unani- 
mously adopted the resolution and Dr. Appel’s motion. 


Citation to Dr. Carl M. Peterson 


Dr. Ross T. McIntire of Chicago, former Chairman of Presi- 
dent Eisenhower's Committee for Employment of the Physically 
Handicapped, was given the privilege of the floor for the presen- 
tation, posthumously, of a citation to Dr. Carl M. Peterson, late 
Secretary of the Council on Industrial Health of the American 
Medical Association. 

The citation, in the form of a memorial plaque, was read by 
Dr. McIntire as follows: 

The President’s Committee on Employment of the Physically 
Handicapped Honors Posthumously Carl. M. Peterson, M.D., for 
a lifetime dedicated to the increased health, welfare and employ- 
ment opportunity of his fellowman. As Medical Committee 
Chairman of the President’s Committee, he labored long to bring 
the concept, “Ability Counts, not Disability,” to all members of 
the medical Profession. 

As Secretary, Council on Industrial Health, American Medical 
Association, he was the pivot around which many of the great 
advances in industrial medicine centered in the past two decades. 

As a man, a physician, an administrator, a friend, husband and 
father, he impressed all with his vigor, fairness and vision. Our 
country and her handicapped men and women of today and 
tomorrow have much for which to thank this tireless man whose 
untimely death in the performance of duty saddened all those 
who knew him. , 

The Executive Committee of the President’s Committee ha 
authorized this Testimonial to their departed member, and the 
Medical Committee has caused it to be inscribed for presenta- 
tion to and permanent retention by the American Medical 
Association. 


Me vin J. Maas, Chairman 
President’s Committee 


Epwarp C. Hotmstap, M.D. 
Chairman, Medical Committee 


The plaque was accepted on behalf of the American Medical 
Association and its Council on Industrial Health by Dr. William 
P. Shepard, Chairman of the Council. 


Contribution to American Medical Education Foundation 


Dr. F. Lee Stone, President of the Illinois State Medical So- 
ciety, presented to Dr. Elmer Hess, in the absence of Dr. Louis 
H. Bauer, President of the American Medical Education Founda- 
tion, a facsimile check from the Illinois society to the Foundation 
in the amount of $164,940. 

Dr. Harold M. Camp, Secretary of the Illinois State Medical 
Society, explained to the House the facts behind the contribution, 
as follows: 

Mr. Speaker and Gentlemen of the House: During the past 
three and one-half years, since an allocation of $20 from each 
member’s dues has been given to the AMEF, the Illinois State 
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Medical Society has given a total of $678,680 for medical edu- 
cation. In addition to the check which has just been presented, 
as of June 1, 1956, there will be additional payments during the 
remainder of this year which will bring the total for 3% years 
from dues from members to above $700,000. We have been 
informed that this amount represents more than 12% of all the 
monies contributed from every source through the AMEF. 


Adoption of Minutes of Boston Clinical Meeting 


The minutes of the Clinical Meeting held in Boston, Nov. 29- 
Dec. 2, 1955, were adopted as printed and distributed to the 
members of the House of Delegates. 


Distinguished Service Award to Dr. Walter L. Bierring 


Dr. Gunnar Gundersen, Chairman, Board of Trustees, pre- 
sented the names of three physicians selected by the Board from 
the list of nominations for the Distinguished Service award, so 
that the House of Delegates might elect one to receive the award. 
The nominees were Dr. Walter L. Bierring, Des Moines, Iowa; 
Dr. Emil Novak, Baltimore; and Dr. Tom Douglas Spies, Birm- 
ingham, Ala. Dr. Bierring was elected recipient of the Distin- 
guished Service award of the American Medical Association for 
1956. 


Remarks of President of American Medical Education 
Foundation 


Dr. Louis H. Bauer, President, American Medical Education 
Foundation, addressed the House as follows: 

I am sorry that I was not in the House when the presentation 
of the check from the Illinois State Medical Society was made. I 
think you will agree that it is a very large check in more than 
one sense. I would like you to know that today’s gift includes 
monies received from the Illinois society for a total of $650,000 
since 1953 and, added to this, specialty medical groups and the 
woman’s auxiliary within that state have contributed another 
$118,000. The total amounts contributed to medical schools from 
both the Foundation and the National Fund for Medical Educa- 
tion since they were started is something over $9,500,000, of 
which the American Medical Education Foundation has given 
$4,600,000, and of the amount which has come to the Founda- 
tion, 12% of it has come from the Illinois State Medical Society. 
I think that is something that might make the rest of you sort of 
hang your heads. I do not know of any group that has gone all 
out the way Illinois has from the start. There are some other 
states that are coming along now, too, but it certainly gives us a 
goal to shoot at, and I think that everybody in this House, every- 
body in the medical profession, and certainly everybody in the 
medical schools owes a tremendous debt of gratitude to the 
Illinois State Medical Society, which has pioneered in the con- 
tributions and has gone out ahead of everyone else in making 
these funds available for the freedom of medical education. 

I have here an Award of Merit from the American Medical 
Education Foundation to the Illinois State Medical Society for 
outstanding contribution to the preservation and continuation of 
the high standards of medical education in the United States of 
America, and I should like to present this to Dr. Stone and 
Dr. Camp, if they would come up here to receive it. 

Dr. Stone accepted the Award of Merit with an expression of 
appreciation. 


Address of the Speaker, Dr. E. Vincent Askey 


The Speaker presented the following address, which was re- 
ferred to the Reference Committee on Reports of Officers: 

We have endeavored, at each meeting of the House, to call 
attention to a few parliamentary considerations with which we 
all should be familiar. 

We have found that most misunderstandings arise because of 
really minor details. Rules are rules and should be followed—as 
a rule. However, by martinet-like stickling to form rather than 
intent we may defeat the best interests and desires of the ma- 
jority. Hence, some leniency in interpretation is always wise 
unless the rights of others are jeopardized. Firmness is in order 
when basic rights are in danger or violated with injustice. 
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A motion is never carried until announcement of the vote by 
the Chair has been made. You will notice that your Speaker 
always waits a reasonable time after the vote before announcing 
the result. This is deliberate and sometimes is due to question as 
to the result. It allows time for a request for a division call. At 
other times it is to allow a member to record or change his vote. 
At other times it is to allow a member to reopen the discussion if 
he has found something important and if he is entitled to the 
floor. If discussion is reopened, then the whole vote must be 
retaken as some members may have changed their minds. No 
member can be expected to vote until his mind is satisfied com- 
pletely unless discussion has been limited or closed by a two-thirds 
vote and the previous question called. If the result of the vote 
has been announced then discussion is ended and can be re- 
opened only by motion to reconsider or to rescind. A motion to 
reconsider can be made only by one who voted on the prevailing 
side because our Bylaws direct us to follow Robert’s Rules of 
Order. Some courts of law have held that where no specific rule 
is stated in the Bylaws any member may move reconsideration. 
Robert’s Rules, we believe, constitute that specific rule in our 
case. A motion to rescind needs a two-thirds vote to carry unless 
notice has been given. 

Appeal from a decision of the Chair may be made on any 
ruling which is one of opinion but not a matter of fact, such as a 
stipulation in the Bylaws. Appeal cannot be made, however, if 
other intervening business has been transacted. Appeal must 
therefore be made promptly or not at all. 

In my letter to you you will remember I discussed somewhat 
the procedure of introduction of reports and new business or 
resolutions. Two main matters of business are considered by the 
House, exclusive of the stated addresses of officers and the rou- 
tine of elections and similar procedures. These are: 

(1) Previously Considered Items.—These are matters which 
have been before the House previously and have been referred 
to some committee for study and report or to the Board of 
Trustees for study and report or action. Also included are other 
matters which have been considered by the Board of Trustees 
since the last meeting of the House and which it is deemed wise 
to report to the House. These are official committee reports or 
supplementary reports of the Board of Trustees. 

Matters described under category (1) will be allowed to be 
presented by the Chairman, or designated individual, in detail 
as deemed necessary by that Chairman. (Chairmen are cautioned 
that they will not be popular with the House if they do not use 
good judgment in briefing their presentation. ) After presentation, 
assignment to the proper reference committee will be made. 
Debate before the reference committee will then be in order. 

(2) New Items for Consideration.—These are matters which, 
as such, have not been before the House and are a priori ap- 
proaches to problems brought to the House by individuals or 
delegations of members. These are our resolutions. 

There was some criticism from the last meeting, constructive 
criticism, and I wrote to you and asked that you send it, and I 
appreciate your feelings in these cases. I feel that perhaps I 
rushed the resolutions through a little bit fast in Boston. I do not 
want them to be given in detail because then we go the other 
way, but I feel that a good solution of that would be as follows: 

Matters described under category 2, which are the resolutions, 
shall first be called by number. Each resolution has been assigned 
a definite number, depending on the order in which your Secre- 
tary’s Office received the resolutions. As you get up to give the 
resolution, please state, “This is No. so-and-so.” It will be called 
by number so that there will not be any trouble. When you get 
up, in addition to the number, give the name of the delegate 
presenting the resolution and for whom he is presenting it. There 
is a title to the resolution. Please read the title of the resolution. 
Then I am going to ask you to do the thing which my good 
friend, Jim Reuling, insisted upon, and I agree with him; read 
the “Resolved” portions of your resolution, leaving out the 
“Whereases.” The “Whereases” are arguments in favor of and 
should be before the reference committee for your argument and 
will be taken up there. If we hold to this plan, we shall save a 
great deal of time, and yet we shall get adequate understanding 
of the resolution in my opinion. Then the Chair will assign it to 
the proper reference Committee. 

In your folders you will find resolutions, supplementary reports 
and listings of them by letters and numbers showing the name of 
the reference committee to which they are referred, including 
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the chairman of the committee, so if you miss what the chairman 
says, just get your packet out and read where it was assigned. 
We have tried in all ways to help you to be perfectly clear at all 
times as to where everything before the House is. 

I want to congratulate this House at this time. I have had 
marvelous cooperation in connection with resolutions. Ordinarily, 
on the morning of a meeting the Speaker goes into the Secre- 
tary’s office and finds 50 or 55 resolutions waiting for him, and to 
assign them to the proper committee without knowing what they 
are is a job for your Speaker and Vice Speaker. This morning I 
went in and Miss McGovern said, “We have only one more 
so far.” You may have some out there waiting for me, you may 
fool me, but we have most of them in our hands, I am sure. I 
appreciate that, and ask for your continued help. 

Further, I want to call attention to the fact that this is not the 
only day on which resolutions may be introduced. They may be 
introduced willy-nilly on Wednesday. On Thursday, however, 
they may be introduced if they come from the sections or are an 
emergency, or if they are presented by unanimous consent, so we 
may have more resolutions. If we get late resolutions, they 
obviously cannot be put in your hands mimeographed. If you 
remember, last time we had a little trouble because everybody 
went around the table and reached over and pushed them and 
shuffled them like a deck of cards, and nobody got what he 
reached for. So I have got this table over here, and, if you 
noticed, there is a rope up there, and I am going to have the 
Master Sergeant and his fellows standing there, and they are 
only going to let you go through in one line. The resolutions will 
be placed numerically, and as you go by pick them up numeri- 
cally and don’t reach over because if you do the Sergeant-at- 
Arms is going to flash his badge on you. 

All business adopted by the House is transmitted by the Secre- 
tary and General Manager to its proper destination. The Board 
of Trustees, however, is obligated by the laws of the State of 
Illinois, under which the American Medical Association is in- 
corporated, to decide whether any action is legally correct and 
if the financial requirements are wise. The Board must control 
all action. At times legal counsel advises the Board that portions 
of resolutions if carried out would result in legal penalties and 
the Board of Trustees must therefore estop all action. Some part 
of the resolution may be legal, however, and by direction the 
Board must carry that part out even though the main object of 
the resolution is impossible of accomplishment. Each reference 
committee should therefore study every item before it very care- 
fully and request our Law Department to give advice where in- 
dicated before reporting on the matter to the House. 

Reference committee reports will be called for in order as 
deemed most appropriate by the Speaker. We shall appreciate 
notification at once as soon as the chairman has his report ready. 

In election voting the Secretary will read the names of dele- 
gates in order as listed by states for the roll call. The Chairman 
of Tellers will verify each name as the ballot is cast. In other 
voting by division count or ballot, the Tellers will determine the 
vote and report the result to the Speaker. 

Your Speaker wishes to compliment this House on its usual 
astuteness and efficiency. We fear that soon you will attain such 
perfection that we shall have no more room for innovations of 
procedure. However, that reminds me of a quotation whose 
author I do not know. I often repeat it to myself when I feel a 
little self-satisfied: “For never yet hath any man attained to such 
perfection but that time or use hath brought addition to his 
knowledge, or made correction or admonished him that he was 
ignorant of much that he had thought he knew.” 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF OFFICERS 


Dr. William L, Estes Jr., Chairman, Pennsylvania, presented 
the following report, which was adopted: 

Address of the Speaker.—Vincent Askey is a magnificent 
presiding officer of the House. His thoughtful and thorough con- 
centration on the improvement of our knowledge and familiarity 
with parliamentary procedure, and the mobilization of every fea- 
ture to facilitate the business of the House to lose as little time as 
possible in routine so that the concentration of our members can 
be upon intelligent consideration of the business at hand, de- 
serves the plaudits of his confreres. The introduction and identi- 
fication of new members is a splendid innovation. A leniency 
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and some latitude in the interpretation of rules is always wise, 
unless, as he has stated, the rights of others are thereby jeopard- 
ized. Explanation of a motion to reconsider, and that it can be 
made only by one who voted on the prevailing side, is timely; 
likewise that a motion is never carried until an announcement of 
the vote by the Chair and its relation to the question of further 
discussion has been properly clarified. Other often misused or 
misunderstood parliamentary procedures, such as the motion to 
rescind and an appeal from the decision of the Chair, have been 
accurately outlined. 

The introduction of dividers and separate compartments in 
the folders of every member for the material for each reference 
committee should make for better filing of our documents and 
for easy access to them. If these compartments were removable 
from the folder, there would be an added convenience. The de- 
tailed outline of the method of handling previously considered 
items and the spelling out of the method to be pursued in the 
introduction of resolutions will and has already improved the 
despatch with which this routine can be carried out. 

Most timely is the reminder that the Board of Trustees, in 
compliance with Article VIII of the Constitution, is obligated 
by the laws of the State of Illinois, under which we hold our 
charter, to decide as to the legality of all action taken by the 
House. Your committee has been advised that members of the 
Association’s Law Department are available to consult with 
each reference committee of the House. Therefore we would 
particularly reemphasize the Speaker's admonition that “each 
reference committee should study every item before it very care- 
fully, and request our Law Department to give advice where 
indicated before reporting on the matter to the House.” 

Astuteness and efficiency, to which the Speaker refers, certainly 
rest likewise on his broad shoulders, and from that source, in 
many respects, have been contagious to members of the House. 
He deserves our grateful thanks for his outstanding contributions 
to better and more expeditious procedure by this deliberative 
body. 


Introduction of New Delegates 


The Speaker introduced 19 new members of the House of 
Delegates with the following remarks: 

I have in my hand the last available list of the new members, 
and I wish as I call their names that they would stand up because 
I feel that these new members should be made welcome. I think 
some of us remember when we were neophytes in this House 
and did not know many men and it was a little bit difficult to 
orient ourselves. I am sure that if we put the old right hand out 
and make them feel at home and introduce ourselves to them, 
they will be very happy. After I read this list, if there are other 
new members sitting in the House for the first time, if they will 
please announce their names to me, I shall introduce them and 
be happy to do so. 

The new delegates are: Drs. Cyril J. Attwood, California; 
Edward E. H. Munro, Colorado; Gordon B. Wilder, Indiana; 
W. Vinson Pierce, Kentucky; Robert van Lieu Campbell, Mary- 
land; Henry F. Howe and Nicholas S. Scarcello, Massachusetts; 
Earl F. Leininger, Nebraska; Coy S. Stone, New Mexico; James 
Greenough and Dan Mellen, New York; Elias S. Faison, North 
Carolina; Wilkie D. Hoover, Oklahoma; C. Henry Bloom, 
Pennsylvania; Troy A. Shafer and Leopold H. Reeves, Texas; 
W. Linwood Ball, Virginia; Charles L. Leedham, Section on 
Military Medicine; Francis M. Forster, Section on Nervous and 
Mental Diseases. 


In Memoriam 


The Speaker presented the following list of members of the 
House of Delegates and/or officers of the American Medical 
Association notice of whose death had been received since the 
1955 annual meeting. The dates following the names indicate the 
years of service in the House or as officers of the Association. 


Abt, Isaac A., Chicago, Section on Diseases of Children (Pediatrics) 1919- 
1935; Received Distinguished Service Award, 1948. 

Bartlett, Charles J., Connecticut, 1925. 

Chase, Peter Pineo, Rhode Island, 1948. 

Colt, James D. Sr., Kansas, 1933-1935. 

Crouch, John B., Colorado, 1935. 

Cunniffe, Edward R., New York, 1929; 1932-1936; 1938-1944; Member, 
Judicial Council, 1936-1954; Chairman, Judicial Council, 1944-1954. 
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Curtis, Arthur H., Chicago, Section on Obstetrics, Gynecology, and Abdom- 
inal Surgery, 1932-1934. 

Frothingham, George E., Michigan, 1923-1926. 

Hayes, Robert H., Illinois, 1941-1951. 

Hess, Julius H., Chicago, Section on Pediatrics, 1951. 

Hunt, Preston, Texas, 1938; 1940. 

Koch, Otto W., Missouri, 1929. 

Kurth, Harold R., Massachusetts, 1951; 1954-1955. 

Luce, Henry A., Michigan, 1924; 1931-1946. 

McGoldrick, Thomas A., New York, 1936-1953; Vice President, 1947-1948; 
Member, Council on Medical Service, 1944-1952. 

Merritt, Edward L., Massachusetts, 1938; 1939. 

Moncure, Philip St. L., Virginia, 1935. 

Newton, George A., New York, 1938. 

Pettit, Joseph A., Oregon, 1918; 1920-1925; Member, Board of Trustees, 
1925-1935. 

Porter, John M., Kansas, 1948-1953. 

Pratt, Joseph H., Boston, Section on Practice of Medicine, 1914. 

Randel, Henry A., California, 1953. 

Reese, George W., Pennsylvania, 1926; 1930. 

Ross, William H., New York, 1932-1935; 1941. 

Scott, Arthur C. Jr., Texas, 1949-1955; Member, Council on Medical 
Service, 1955-1956. 

Shanklin, Eldridge M., Indiana, 1927-1928. 

Simpson, Leo F., New York, 1950-1951. 

Skipp, William M., Ohio, 1938; 1942-1955. 

Stevenson, James, Oklahoma, 1944-1954; Member, Council on Constitution 
and Bylaws, 1951-1955. 

Stewart, James L., South Dakota, 1902. 

Taylor, H. Marshall, Florida, 1923-1924; 1926; 1933. 

Thompson, Sam E., Texas, 1934-1936; 1938-1939; 1941-1943. 

Van Duzen, Rex E., Texas, 1949. 

Watkins, W. Warner, Arizona, 1924. 

Whitacre, Rolland J., Cleveland, Section on Anesthesiology, 1955. 

Whitehill, James L., Pennsylvania, 1948-1955. 


The House rose in silent tribute to the memory of its deceased 
members. 


Presentation of Distinguished Guests 


The following distinguished guests were introduced by the 
Speaker: 


Dr. Lon W. Morrey, Editor, Journal of the American Dental Association. 

Dr. E. H. Volwiler, President, American Drug Manufacturers’ Association. 

Mr. Ray E. Brown, President, American Hospital Association. 

Miss Frances L. A. Powell, Secretary, Amercian Nurses Association. 

Dr. Ronald Robertson, Vice President, American Pharmaceutical Asso- 
ciation. 

Dr. Robert K. Cutter, President, American Pharmaceutical Manufacturers’ 
Association. 

Mr. August Pritzlaff, Past President, American Association for Health, 
Physical Education, and Recreation. 

Mrs. Alice F. Sturgis, Parliamentarian, American Bar Association. 

Sir Alexander Murphy, Past President, Queensland Branch, British Medi- 
cal Association. 

Dr. Tomio Ogata, University of Tokyo, Japan. 

Dr. Moshe Sherman, President, Israel Medical Association. 


Remarks of President of Woman’s Auxiliary, 
Mrs. Mason G. Lawson 


Mrs. Mason G. Lawson, President of the Woman’s Auxiliary to 
the American Medical Association, was introduced by the 
Speaker and addressed the House as follows: 

Mr. Speaker, Members of the House of Delegates, and Dis- 
tinguished Guests: Again it is my pleasure to bring you up to 
date on the activities your Woman’s Auxiliary and to extend to 
you the greetings of our now 73,639 members with their best 
wishes and the pledge of continued cooperation in any project 
or program which you deem suitable for Auxiliary participation. 

The figures contained in this report must of necessity be in- 
complete because our fiscal year runs from July 1 to June 30 and 
some of our reports cannot be completed until that date. 

No other woman’s organization has a stronger or more unifying 
bond than does the Women’s Auxiliary, first because of our 
membership restrictions which require that we be wives of 
doctors of medicine who hold membership in their respective 
county and state medical societies and in the American Medical 
Association. We do have a few members in some states and terri- 
tories who hold a close relationship to a physician, such as 
mothers or sisters of unmarried physicians. We also have a cate- 
gory of associate membership for those wives whose husbands 
are members in good standing of their county and state medical 
associations but who are not members of the American Medical 
Association. I am happy to report to you that this number is 
rapidly decreasing, because we feel that we have brought a little 
pressure on the wives, and they wish to hold active membership 
in our Auxiliary rather than associate membership. 
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Secondly, because of our close relationship to the medical 
profession we have a common purpose. We have never deviated 
from our original concept of the function of a group such as ours, 
which is defined as follows in our constitution: “To assist the 
American Medical Association in its program for the advance- 
ment of medicine and public health.” Fortunately unity does 
carry with it uniformity. There are such a variety of programs 
and projects in which our states and counties are currently en- 
gaged that it would be impossible in the short time to mention 
them all. However, knowing that you share my pride in the 
accomplishments of our organization, I hope you will permit me 
the liberty of a little dignified boasting. 

All but one of our state auxiliaries have participated in financial 
assistance to our medical schools through contributions to the 
American Medical Education Foundation. This year we changed 
our fiscal policy and therefore had no carryover from the previous 
year’s contributions. We are proud to report that our AMEF 
contribution to date, and remember we still have until June 30, 
is $83,234.46. This does not include the 10% of our current 
budget, $6,502.50, which the Board of Directors will recommend 
to the House of Delegates as our AMEF contribution for the 
year. This will bring our total to $89,736.96. Together with the 
$15,699.18 credited to the Auxiliary in the 80 Dimes Campaign 
our over-all total for 1955-56 will be $105,406.14. We are very 
proud to report to you that since 1951 our Auxiliary has con- 
tributed $305,590.16 to the American Medical Education Foun- 
dation. Our Board of Directors will also recommend to our House 
of Delegates $100 to continue our membership in the World 
Medical Association, $100 to the Crusade for Freedom, $100 to 
the Student A. M. A. Foundation for loans to students, and $100 
for the Committee on Careers in Nursing. 

Second in popularity among our projects was the sale of 
Today’s Health subscriptions. Our subscriptions increased to 
57,711 over last year’s total of 53,214. Recruitment of Nurses and 
Other Medical Personnel ranked first in the number of counties 
participating, but ranked third in the number of state projects. 
You may be interested to know that this year, auxiliaries through- 
out the country made available for nursing education 
$148,331.52. The total amount for loans to student nurses was 
$42,475.77. The total amount for scholarships for student nurses 
was $100,876.75. The total for postgraduate study was $3,050. 
The total for practical nurses was $1,009.29. 

All states have been active in medical legislation and we are 
confident that our efforts in this field have been recognized by 
our legislators. 

Ninety-three per cent of our states report programs in safety, 
rural health and community health studies; 85% were active in 
civil defense programs. Forty states are promoting some type of 
mental health program. Under a variety of projects many of our 
states have programs relating to better child health and better 
care of our aging population. 

Progress has been made in three new projects. Eighty-four 
counties have made surveys of the contributions made by physi- 
cians in time and money to charity and community affairs. 
Forty-six counties have participated in science fairs, and the 
Auxiliary is providing chaperones for the two young ladies from 
California and Oklahoma who are attending this convention as 
national winners. Thirty states have completed a “Who’s Who” 
in the medical auxiliary, listing each member’s activities and 
membership in lay organizations. 

Including the 34 constituent auxiliaries which I visited this 
year, I have attended 77 meetings of various American Medical 
Association departments and national organizations. Sixteen addi- 
tional state meetings were covered by other officers and chair- 
men, and 16 additional national and regional meetings were 
covered by this group. Throughout my travels I have been im- 
pressed with a much closer affiliation between the state medical 
associations and their auxiliaries and the increasing trend in 
directing our activities in useful channels. We appreciate your 
encouragement and we hope that we shall always merit your 
confidence. 

I must express my grateful thanks to Dr. Ernest B. Howard, 
who as our liaison officer between the Auxiliary and our Advisory 
Committee, has given us invaluable service. My thanks also to 
Dr. Lull and all of the American Medical Association personnel, 
and most especially to our Advisory Committee headed by Dr. 
Blasingame. All of them and all of you have assisted us in our 
program of service to the medical profession and to our individual 
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communities. It has been a great pleasure this year to have 
served you through the Auxiliary. I appreciate so much the many 
courtesies which you, and the House of Delegates, have extended 
to me and which you, individually, have extended to me when I 
have visited your states. Thank you very much. 


Message from President Eisenhower 


Dr. Elmer Hess, President of the American Medical Associa- 
tion, informed the House that he had talked with General 
Snyder, the President’s physician, earlier in the morning ( Mon- 
day, June 11) and that General Snyder had told him that the 
President of the United States sends his best greetings to this 
House of Delegates with gratitude for the services rendered to 
his Administration and was very hopeful that we would have a 
very, very wonderful meeting; his blood pressure was normal, 
his temperature was 99, his pulse was in the high 70's, and he 
had been sitting in his chair for a few minutes. 


Address of the President, Dr. Elmer Hess 


Dr. Elmer Hess, President, delivered his address, which was 
referred to the Reference Committee on Reports of Officers. ( See 
Dr. Hess’ address in THE JourNAL, June 23, 1956, pages 734- 
738. ) 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF OFFICERS 


Dr. William L. Estes Jr., Chairman, Pennsylvania, read the 
following report, which was adopted: 

Address of the President.—In the discussion of his address with 
Dr. Hess by your committee, the topics to which he referred were 
taken up in order. We believe he is sound in stating that there 
should be not only loyalty by each physician to his medical 
school but also loyalty to medical education as a whole, and that 
support of medical education by the practicing physician is a 
must in spite of any existing local conflicts, if we are going to 
stimulate industry to contribute annually large sums for this 
purpose and if we wish to keep government out of the operation 
of medical schools. Dr. Hess calls attention to serious differences 
of opinion between the educators in our medical schools and the 
privately practicing medical profession, largely the result of 
misunderstanding, and suggests that most of these differences 
should be ironed out at the local level around the conference 
table, and that medical teachers should be active members of 
county and state as well as national organizations. Your com- 
mittee believes that this is a tremendously important and pressing 
problem, and that it can only be solved satisfactorily at the local 
level. We would recommend that, through appropriate channels, 
this matter be referred to the constituent state medical societies, 
and likewise through the membership of this House reporting 
back to the various state medical societies. This would be for 
implementation when and where it would seem necessary by way 
of the local county medical societies. 

Dr. Hess deplores the many controversies leading to litigation 
in the realm of hospital-physician relationships and believes 
those, likewise, can best be resolved by local level conferences of 
the organization implicated. He suggests that careful study of 
two reports recently submitted to the House, the report of the 
Committee to Review the Functions of the Joint Commission on 
Accreditation of Hospitals and the report on Private Practice 
Medical School Faculty Members, will be helpful in reaching 
bases for agreement. 

It is gratifying to learn that through conferences with various 
governmental agencies we have been able to broaden our con- 
tributions to the solution of many national health problems. 

Dr. Hess’ report on our relations with the American Legion is 
of great interest, particularly to know that problems of mutual 
interest are still under consideration by the Committee on Fed- 
eral Medical Services of the Council on Medical Service. 

Your reference committee certainly agrees in the importance 
of participation by the American Medical Association in the pre- 
vention of the great holocaust that results from the appalling 
increase in casualties from traffic accidents. We would likewise 
recommend attendance by all interested members of the House 
at the panel discussion on medical aspects of crash injuries to be 
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held at 9 a. m. Friday, June 15, 1956, in Room A on Navy Pier. 

Dr. Hess’ concern for the problem of the aging is shared by 
most of us, and we agree that the most important problem—how 
to keep these people healthy, happy and occupied—has not yet 
been satisfactorily solved. Your committee would recommend 
that part of Dr. Hess’ report concerning problems of the aging 
be referred for implementation to the Committee on Aging of the 
Council on Medical Service. 

Your committee is also impressed by the importance of the 
national survey on mental health now being conducted with the 
cooperation of our Council on Mental Health, the American 
Psychiatric Association, and many other groups, and would 
concur with Dr. Hess’ recommendation that it should receive 
every assistance and implementation possible at the local level. 
Also, we concur in his recommendation that prepaid voluntary 
health insurance, because of its wide acceptance by the public, 
should receive unremitting exploration for potential new fields 
for coverage on a sound actuarial basis. 

In connection with Dr. Hess’ reference to Social Security and 
the question of compulsory or voluntary inclusion of physicians, 
your committee believes it would be well to point out that the 
American Medical Association has been concerned with two 
phases of the problem—(1) the constant expansion of the Social 
Security program, and (2) the inclusion of physicians—and that 
in Dr. Blasingame’s supplementary report from the Board of 
Trustees, presented to the House on Monday, the position of the 
Association concerning Social Security problems has been very 
ably presented. 

The activities of the Law Department are well pinpointed by 
Dr. Hess, and we would suggest that these should be better 
publicized. One of the important developments of the sectional 
meetings of the medical profession with members of the Ameri- 
can Bar Association has been the development of codes for action 
between state medical societies and local bar associations, The 
importance of conferences such as these can be better realized 
when it is understood that 60% of the cases in ligitation country- 
wide have some medical implication. Your committee would 
recommend that the program of sectional meetings between the 
medical profession and the American Bar Association should be 
expanded, and that consideration be given likewise to the ex- 
pansion of the Law Department as indicated. 

The tremendous field of effort that the Council on Medical 
Service represents, the need for better attendance at county 
meetings, and more complete perusal of THe JouRNAL are other 
important comments from our President. Payment of dues for 
membership in the American Medical Association is a matter of 
great concern. Your committee is informed that the question 
of dues is under study by the Board of Trustees at present. Dr. 
Hess’ reference to this problem certainly points up important 
elements for consideration. 

Dr. Hess’ description of the present status of physicians’ 
relations to the labor movement and the position of certain labor 
leaders concerning health insurance has far-reaching implica- 
tions. We must be on sound ground in our negotiations concern- 
ing mutual problems. Your committee concurs in Dr. Hess’ belief 
that as long as we can continue to produce good medical care 
at reasonable cost and as long as we respect the workers’ rights 
in their own fields of organization, we shali continue to have 
friends in the ranks of labor. 

We can all approve Dr. Hess’ admonition concerning partici- 
pation as individuals in our rights as citizens and exerting our 
rights of franchise. 

Elmer Hess has proved a superlatively magnificent ambassador 
for American medicine. His keen perception, his intuitive sense 
of impending probiems, his quick reaction to change a planned 
program of procedure according to the situation that develops or 
exists, his direct and forthright approach, his integrity, and an 
abiding sense of humor have carried him and the organization 
he has so well represented into a higher echelon of security and 
understanding. His declaration and interpretation of the basic 
principles on which American medicine is founded and has its 
being have widened the horizons of appreciation and friendship 
for those who toil for the sick and have strengthened his con- 
freres in their efforts to eliminate the ills of the medical body 
politic. Elmer Hess has earned the admiration, thanks, and plau- 
dits of his constituents. 
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Address of the President-Elect, Dr. Dwight H. Murray 


Dr. Dwight H. Murray, President-Elect, delivered an address, 
which was referred to the Reference Committee on Reports of 
Officers. (See Dr. Murray’s address in THE JouRNAL, June 23, 
1956, pages 738-740. ) 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF OFFICERS 


Dr. William L. Estes Jr., Chairman, Pennsylvania, presented 
the following report, which was adopted: 

Address of the President-Elect.—_In his opening paragraphs 
Dr. Murray states that he believes the greatness of the American 
Medical Association depends upon its long and outstanding serv- 
ice in the public interest, its tireless efforts to promote the art 
and science of medicine, and its constant adherence to the prin- 
ciples of freedom and individual enterprise. This is indeed 
indicative of his broad approach to the task that lies ahead. 

His reference to the opportunities for the general practitioner 
in hospitals is timely and can be taken to heart. His statement 
that general practitioners desire only the right to make available 
to their patients all of the modern advances of medical science, 
without discriminatory restrictions unrelated to professional at- 
tainment, comes with the voice of authority from one who has 
so splendidly represented that group in high places. His warning 
against a growing tension between general practice and speciali- 
zation should be a matter of concern to us all. Your committee 
would echo his admonition that, instead of factional differences, 
we should be thinking rather in terms of the medical profession 
as a whole and of our responsibility to the American people to 
provide ever better care for our patients. 

In reviewing the results of the public opinion survey of the 
medical profession and of the American Medical Association, 
Dr. Murray particularly points out that the public tends to be 
critical of us for high fees, for coldness and impatience, for lack 
of frankness, and for unavailability, and that these findings 
should not be ignored. Steps should be taken to eliminate these 
criticisms, and the job is one for the individual physician. An- 
other criticism is excessive time spent by patients waiting in our 
offices to see us. The survey shows that patients are complaining 
twice as much about long waiting as about fees. Brief concen- 
tration on this problem and the introduction of a few efficiency 
measures should eliminate in large part this habit-forming prac- 
tice. 

Your committee would commend the wisdom of frank explana- 
tion to the patient of his illness, so that he has a clear concept of 
its nature and its course as stressed by Dr. Murray. The patient 
comes to us because he is concerned about his physical con- 
dition. Honesty and frankness in explaining the diagnosis and 
treatment required will dispel a great deal of anxiety and in- 
spire confidence. While there properly are exceptions to this 
proposal as an invariable practice, a greater tendency to take 
time to explain will pay splendid dividends in better public 
relations. Dr. Murray also highlights his concern for the better 
care of the aging and the aged to insure good health in old age 
and the relief of the physical pains and disabilities of the aged. 

Dr. Murray concludes by predicting revolutionary changes in 
the practice of medicine in the years ahead, and indicates the 
responsibility of the medical profession to exert its influence to 
the end that any changes would be to the best interests of the 
public and that voluntary health insurance programs should play 
a beneficial role by successfully competing with the more perni- 
cious closed panel practices coordinated with third party financ- 
ing. He further stresses the importance of evaluating accurately 
the plan proposed by the cooperating committee on graduates 
of foreign medical schools, of which the American Medical 
Asssociation is a parent member, designed to test and evaluate 
foreign-trained physicians, which has been presented to the 
House. 

It is not difficult to foresee a splendid year of accomplishment 
ahead for one who has had so magnificent a background of 
service and record of achievement and understanding of organi- 
zational problems as Dwight Murray, and as he takes up his 
task as President of the Association, he can be assured of the full 
cooperation of his many friends and constituents. 
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Report of the Board of Trustees 


The Speaker referred items in the report of the Board of 
Trustees as printed in the Handbook of the House of Delegates 
(see THE JouRNAL, May 12, 1956, pages 156-159) to reference 
committees as indicated: 

Financial Statement, Council on Medical Physics, Committee 
on Rehabilitaticn, American Surgical Materials Association, An- 
nual and Clinic! Meetings, Closing of the Print Shop, Report 
of the Auditor, and Report of the Treasurer were referred to 
the Reference Committee on Reports of Board of Trustees and 
Secretary. 


REPORT OF REFERENCE COMMITTEE ON REPORTS 
OF BOARD OF TRUSTEES AND SECRETARY 


Dr. Woodruff L. Crawford, Chairman, Section on Pediatrics, 
read the following report, which was adopted: 

Financial Statement.—Your reference committee reviewed 
the Financial Statement of the Board of Trustees. Certain of the 
Trustees appeared before the committee for purposes of infor- 
mation and clarification. We note with satisfaction the increased 
revenues from both subscriptions and advertising in THE JouRNAL 
and other magazines. While there was also an increase in costs, 
these have more than been offset by the revenues obtained. 
The increase in advertising revenues for Today’s Health is 
understandably less than from the other journals and its publica- 
tion is a slight drain on the Association’s resources. However, as 
a public relations vehicle we believe it is serving a very useful 
purpose. 

Council on Medical Physics.—Your reference committee ap- 
proves the action of the Board of Trustees on the formation of a 
Council on Medical Physics replacing the former Council on 
Physical Medicine and Rehabilitation. 

Committee on Rehabilitation.—Your reference committee con- 
curs with the recommendation of the Board of Trustees. This 
refers to the establishment of a Committee on Rehabilitation as 
requested by the action of the 1955 interim session of the 
House of Delegates in Boston. The Board of Trustees amended 
the report to read: “It is believed that rehabilitation problems 
should be assigned to an intra-Association liaison group with 
representation from all interested American Medical Association 
councils, sections, and committees dealing with the subject.” 

Your committee supports the recommendation of the Board 
that this House of Delegates rescind the previous action for the 
reasons stated by the Board of Trustees, and recommends that 
the Board of Trustees be given authority to set up this committee 
as outlined in that portion of their report, without including 
representatives from each of the scientific sections. 

American Surgical Materials Association.—Your reference com- 
mittee approves the action of the Board of Trustees in sponsor- 
ing the establishment of the American Surgical Materials As- 
sociation. 

Annual and Clinical Meetings.—Your reference committee 
notes that the House of Delegates and Board of Trustees have 
approved the places and dates for the annual meetings from 
1957 through 1960 and for the clinical meetings in 1956, 1957, 
and 1958. 

Closing of the Print Shop.—Your reference committee studied 
in great detail that portion of the report of the Board of Trustees 
regarding the closing of the print shop. The decision reached by 
the Board to close the print shop at the headquarters building 
and to contract for the printing work with an outside firm was 
activated by the Headquarters Survey Report (the so-called 
English report), approved by the House of Delegates at the 
Atlantic City meeting in 1955. 

There appeared before your committee for purposes of in- 
formation and clarification the Chairman of the Board of Trus- 
tees, other members of the Board, the Secretary and General 
Manager, and the Editor of THe Journat. Mr. L. E. O'Neill, 
President of the Chicago Typographical Union No. 16, who 
wrote a letter to each delegate about this matter, also appeared 
before the committee at our invitation. He expressed the hope 
that if present arrangements are not satisfactory the Union may 
be permitted to confer with the Board of Trustees in an attempt 
to have the material again printed in the Chicago area. 
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Your reference committee agrees with the action of the Board 
of Trustees in its decision, following the instructions of the 
House of Delegates, and recommends approval of this portion 
of the report. 

The Auditor's and Treasurer's Reports.—Your reference com- 
mittee reviewed the Auditor's and Treasurer’s Reports. It is sat- 
isfied after consultation with members of the Finance Com- 
mittee of the Board of Trustees that the changes in investment 
policy, based on the best advice obtainable, are in the best in- 
terests of the Association and approves their efforts in the con- 
servation of the Association’s resources. 

Military Status for the Public Health Service and Voice of 
America and Radio Free Europe were referred to the Reference 
Committee on Legislation and Public Relations. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. Willis H. Huron, Chairman, Michigan, presented the fol- 
lowing report, which was adopted: 

Military Status.—Your committee wishes to state that S. 
2587 has been passed and is now a public law. This gives the 
President authority to order military status for the Public Health 
Service commissioned corps in time of national emergencies, and 
was the intent of Resolution No. 1 which was referred to the 
Board of Trustees by the House of Delegates in June, 1955. 

Voice of America and Radio Free Europe.—Your reference 
committee wishes to thank the Board of Trustees for the infor- 
mation contained in its report. 

Chamber of Councillors to the Reference Committee on Mis- 
cellaneous Business. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Joseph C. Griffith, Chairman, Wisconsin, submitted the 
following report, which was adopted: 

Establishment of Chamber of Councillors.—This was requested 
by a resolution passed by the House of Delegates at its meeting 
in Boston. The Board of Trustees has the power to seek advice 
from qualified persons outside the medical profession on an 
ad hoc basis. Your reference committee approves the action of 
the Board of Trustees that this resolution be not adopted. 

Improvement of the Care of the Patient to the Reference 
Committee on Hygiene, Public Health, and Industrial Health: 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. Martyn A. Vickers, Chairman, Maine, read the following 
report, which was adopted: 

Improvement of the Care of the Patient.—At its Boston Meet- 
ing the House of Delegates approved a supplementary report 
of the Board of Trustees recommending that physicians of the 
United States do everything possible to improve patient care 
and accept responsibility for providing necessary leadership for 
establishment of Joint Committees for the Improvement of the 
Care of the Patient at state and local levels; however, the House 
requested definition and clarification of what groups would con- 
stitute the Joint Committees. This portion of the present report 
of the Board of Trustees defines and clarifies the composition 
of state and local committees for the Joint Commission for the 
Improvement of the Care of the Patient, and thus adoption is 
recommended, 

Scientific Sections and Membership of Council on Medical 
Service to the Reference Committee on Amendments to the Con- 
stitution and Bylaws. 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND BYLAWS 


Dr. Jay J. Crane, Chairman, Section on Urology, presented 
the following report, which was adopted: 

Scientific Sections.—Your committee has considered the portion 
of the report of the Board of Trustees under the title of Scien- 
tific Sections. It was noted that the Board of Trustees requested 
a review of the pertinent sections of the Constitution and Bylaws 
of the Association dealing with the scientific sections and con- 
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cluded: “In summary it seems clear from the provisions of both 
the Constitution and the Bylaws that the purpose of the Scientific 
Assembly is to provide a forum for a discussion of the scientific 
aspects of medical practice. All other aspects, social [sociologi- 
cal], political, economic, etc., are within the purview of the 
House of Delegates.” With this summary your committee agrees, 
and by so agreeing admonishes the scientific sections that any- 
thing on their programs other than scientific material would 
seem to have no place in their deliberations. 

Membership of Council on Medical Service.—This reference 
committee also had referred to it that portion of the report of the 
Board of Trustees relating to the membership of the Council on 
Medical Service. The Council on Medical Service last March rec- 
ommended to the Board of Trustees that the membership on the 
Council be increased to nine members and asked that considera- 
tion be given to the advisability of eliminating provision for ex 
officio members. The Board of Trustees concurred in the recom- 
mendation of the Council and transmitted it to the House for 
consideration and appropriate action. After due consideration, 
your reference committee believes that the work of the Council 
would be facilitated if the ex officio members were eliminated, 
except for the immediate Past President, and three elected mem- 
bers added for them. This will give the Council nine members 
elected by this House, rather than six as presently constituted. 
It therefore recommends that: 

(1) The first sentence of Chapter XI, Section 2, (C) of the 
Bylaws be amended to read as follows: “The Council on Medical 
Service shall include nine Active or Service Members.” 

(2) The second sentence of Chapter XI, Section 2, (C) of 
the Bylaws be amended to read as follows: “All members shall 
be elected by the House of Delegates for terms of five years so 
arranged that at four annual sessions the terms of two members 
expire and at one annual session the term of one member ex- 
pires.” 

(3) The last sentence of Chapter XI, Section 2, (C) of the 
Bylaws be eliminated, so that the new Chapter XI, Section 2, (C) 
of the Bylaws will read: “The Council on Medical Service shall 
include nine Active or Service Members. All members shall be 
elected by the House of Delegates for terms of five years so ar- 
ranged that at four annual sessions the terms of two members 
expire and at one annual session the term of one member ex- 
pires.” 


SUPPLEMENTARY REPORT OF REFERENCE COMMIT- 
TEE ON AMENDMENTS TO THE CONSTITUTION 
AND BYLAWS 


Dr. Jay J. Crane, Chairman, Section on Urology, read the fol- 
lowing supplementary report, which was adopted: 

Your reference committee has given further consideration to , 
that portion of the report of the Board of Trustees relating to the 
membership of the Council on Medical Service. In order to 
comply with the expiration dates for terms of office of members 
of the Council as specified in the amendment to Chapter XI, 
Section 2 (C) adopted yesterday (June 13, 1956) by the House 
of Delegates, it will be necessary that the initial terms of office of 
two of the three new members of the Council be for periods of 
less than five years. Your Reference Committee therefore recom- 
mends that: 

Chapter XI, Section 2 (C) of the Bylaws be further amended 
by adding the following sentence: “The initial terms of the three 
new members of the Council arising out of the increase herein 
provided for shall be for periods as proposed by the Board of 
Trustees.” 

Foreign Medical Graduates and Accreditation of Hospitals to 
the Reference Committee on Medical Education and Hospitals: 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. George S. Klump, Chairman, Pennsylvania, stated that 
the portion of the report of the Board of Trustees concerning 
foreign medical graduates would be considered by the reference 
committee with the report of the Council on Medical Education 
and Hospitals. 

Dr. Klump submitted the following report, which required no 
action: 
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Accreditation of Hospitals —This paragraph announces the 
selection of Dr. Raymond F. Peterson, Butte, Mont., a member of 
the House of Delegates, to fill the unexpired term of Dr. Rolland 
Whitacre as one of the representatives of the American Medical 
Association on the Joint Commission on Accreditation of Hospitals 
and requires no action. 


Supplementary Reports of the Board of Trustees A to J 


Supplementary reports of the Board of Trustees were pre- 
sented to the House by the Chairman and members of the Board 
as follows: Supplementary report A by Dr. Gunnar Gundersen, 
Chairman, and Dr. F. J. L. Blasingame who presented an addi- 
tional statement on social security; B by Dr. Leonard W. Larson; 
C by Dr. David B. Allman; and the remainder by Dr. Gunder- 
sen. The reports were referred by the Speaker to reference com- 
mittees as indicated at the beginning of each report. 


A. OASI Potts 


Supplementary report A was referred to the Reference Com- 
mittee on Legislation and Public Relations. 

The House of Delegates, at the Boston meeting, recommended 
to state societies (Resolution No. 16) that they poll their entire 
memberships on the question of inclusion of physicians under the 
Old Age and Survivors Insurance provision of the Social Security 
Act, and that the results of these polls by the state societies be 
transmitted to the Board of Trustees. The Board wishes to report 
the following results from the polls that have been taken: 

Although the questions asked and other features of the polls 
varied considerably, it can be concluded that the polls taken by 
34 state associations and two territorial associations indicate op- 
position to compulsory coverage of physicians under Old Age 
and Survivors Insurance; of these 34 polls, 23 indicate some sup- 
port of voluntary coverage, and 1 indicates a neutral position on 
such coverage. Nine state associations will take no poll; three 
of these sent reports of actions by their councils opposing compul- 
sory coverage and not opposing voluntary coverage, and a fourth 
state furnished part of its results of a 1954 poll which could not 
be interpreted for the present purposes. Three state association 
polls are still in process (May 31). Finally, only three polls could 
be interpreted as favoring compulsory coverage, and only one of 
the three was conclusive. 

In connection with this subject attention is called to an article 
by Dr. F. J. L. Blasingame entitled “The History of Social Se- 
curity,” which appeared in the Nov. 19, 1955, issue of THE 
JOURNAL. 


SocIAL SECURITY 


Perhaps the most important single issue confronting the public 
and medicine today is the proposal to amend the Social Security 
Act now being debated in the United States Senate. The fate of 
medical care in this country is literally hanging in the balance. 
The legislative outcome may well have serious consequences for 
our profession. The status of this legislation has been reviewed in 
the progress report of the Committee on Legislation, and the 
Chairman of that committee will make some additional com- 
ments. It is my purpose to distinguish clearly between two pro- 
posals of medical interest relating to the Social Security System 
with which we have been concerned and to emphasize the pro- 
found difference between them in their effect on medical prac- 
tice. 

The proposed amendment to the Social Security Act embodied 
in H.R. 7225, which would establish a cash benefit under the Old 
Age and Survivors Insurarice System for disabled beneficiaries 
beginning at age 50, constitutes a serious threat to American 
medicine. It is obviously one important step on the road to a sys- 
tem of complete federal medical care. No government can long 
provide cash benefits as a right under a so-called social insur- 
ance system without eventually injecting itself into the physician- 
patient relationship. It will necessarily become a responsibility 
of government to regulate the medical care and the rehabilita- 
tive programs that are associated with the payment of the cash 
benefits. Because of this undesirable impact on medicine, the 
incalculable cost to the public, the inhibiting effect on the pa- 
tients’ will to be rehabilitated, and for other reasons which have 
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been detailed in many communications to you from our Wash- 
ington Office and the Committee on Legislation, we have properly 
opposed this proposal and recommended that a careful non- 
partisan study be made of disability as it relates to employabil- 
ity for the purpose of determining the best possible methods of 
conducting constructive programs in this area. 

The second proposal to which this House has addressed it- 
self on several occasions is Social Security coverage of physicians. 
We have repeatedly expressed our opposition to compulsory cov- 
erage but have indicated that we would not oppose voluntary 
inclusion. We have endorsed as an alternative the Keogh-Jen- 
kins bills providing for the setting aside of a limited amount 
of current income into a fund with the privilege of deferred taxa- 
tion and withdrawal, at the then taxable levels, of those contribu- 
tions at the age of 65. It is imperative that we distinguish clear- 
ly between this problem of coverage of physicians and the far 
more dangerous disability proposal. The fact should be recog- 
nized that the shape of medical practice in the future is not di- 
rectly related to the inclusion or exclusion of physicians under 
OASI., It is a matter of vital importance to us as individuals, but 
it cannot, per se, stimulate further government intrusion into 
medical care. On the other hand, the disability amendment obvi- 
ously brings the Social Security Administration closer to the reg- 
ulation of medical care than ever before. It is highly important 
that the medical profession understand this distinction and un- 
derstand it clearly so that the impact of these two fundamentally 
different proposals may be placed in their proper perspective. 
Public understanding of the potential implications of disability 
coverage under OASI is urgently necessary so that a political 
atmosphere can be created that will stifle rather than nurture 
such growth, We have powerful friends in this effort whose full 
force and effective cooperation we must sustain. 

H.R. 7225 contains no provision for compulsory coverage of 
physicians, so therefore it is not an issue in Congress at this 
time. Furthermore, the polls that have been taken indicate clearly 
that the vast majority of our members support the stand that you 
have taken against compulsory coverage. The disability amend- 
ment may or may not be adopted by the Senate this very week. If 
it is defeated and its defeat is sustained by the Conference Com- 
mittee in the House of Representatives, we shall have been given 
a moratorium, but only a moratorium, of perhaps two years in 
which to prepare for the next onslaught. Let us devote our ener- 
gies and our most mature judgment to this fundamental ques- 
tion so that we may counter similar proposals in the future with 
evidence so incontravertible and alternative measures so obvi- 
ously effective and consistent with the structure of our Republic 
that the defeat of such measures will be inevitable. Finally, there 
should be no feeling of defeatism. If we’ can stem this tide now, 
we can win a lasting victory provided we appreciate fully the 
significance of these disability proposals and sustain our present 
active interest. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. Willis H. Huron, Chairman, Michigan, submitted the fol- 
lowing report, which was adopted: 

Supplementary Report of Beard of Trustees A on O. A. S. I. 
Polls, presented by Dr. Gundersen, Chairman of the Board of 
Trustees.—Your committee is of the opinion that the polls, as they 
have been conducted, are of questionable value, primarily be- 
cause of the number of variables present in the questionnaire as 
sent out by the various state and county societies. Your com- 
mittee believes that if a poll of this magnitude is to have any 
significance, the questionnaire should be composed by those in- 
dividuals of the American Medical Association who are familiar 
with the Social Security Act in its entirety and then be made 
available to state or county medical societies. 

Supplementary Report of Board of Trustees A on Social Secu- 
rity, presented by Dr. F. J. L. Blasingame, Trustee.—This report 
is of such an excellent nature that any comment would be super- 
fluous. Your committee wishes to commend the Board of Trustees 
and Dr. Blasingame on this report and recommends that each 
member of the House of Delegates call it to the attention of his 
constituent society, and that the Board of Trustees have it pub- 
lished in an early issue of THe JOURNAL. 


Vol. 


Su 
mitte 

TI 
made 
a me 
trem 
analy 
the ¢ 
tion 
fessi 
this 
arriv 

Tl 
Com 
of tl 
vide 
lized 
sion’ 
assis 
men 

Tl 
plore 
view 
of r 
wou 
cern 
tion 

It 
on | 
spor 
Cou 
Con 
favo 
ing 
plar 
and 
mee 

x 
a st 
sont 
que: 
proj 


S 


195 
side 
to i 
onk 
fact 
wit 
cal 
for 
cle 
nat 
thr 
the 
car 
ran 


res 
sta 
Ou 
the 
the 
of 

mi 
qu 


vo 








Vol. 162, No. 5 





B. CoMMISSION ON MEDICAL CARE PLANS 


Supplementary report B was referred to the Reference Com- 
mittee on Insurance and Medical Service. 

The Board of Trustees is gratified to note the progress being 
made by the Commission on Medical Care Plans in dealing with 
a most important and complex problem. It acknowledges the 
tremendous amount of data which have been assembled and 
analyzed by the Commission. The Board expresses the hope that 
the Commission will see fit to publish whatever data and informa- 
tion it considers to be of interest and value to the medical pro- 
fession and the public in order that they, too, may benefit from 
this exhaustive research, even before final recommendations are 
arrived at by the Commission. 

The Board recognizes the importance of the next phase of the 
Commission’s endeavors; namely, the determination of the effect 
of these plans on the quality and quantity of medical care pro- 
vided and the legal and ethical status of the arrangements uti- 
lized by the various plans. It is in sympathy with the Commis- 
sion’s recommendation that a suitable consultant be employed to 
assist in developing a technique to accomplish the objectives 
mentioned in its report. 

The Board recommends, however, that the Commission ex- 
plore first the possibility of conducting further inquiry by inter- 
views, visits, or some other pilot study technique among a group 
of representative plans and medical societies. This approach 
would delineate those areas and elements with which it is con- 
cerned and assist it in arriving at criteria for the further evalua- 
tion of these plans. 

It has been suggested to the Board that a national Congress 
on Medical Care Plans be held, possibly this Fall, under the 
sponsorship of the American Medical Association through its 
Councils on Medical Service and Industrial Health and the 
Commission on Medical Care Plans. The Board is inclined to 
favor such a suggestion, since it would provide a common meet- 
ing ground at which representatives of all types of medical care 
plans throughout the country could present valuable information 
and exchange opinions. The knowledge gained from such a 
meeting would fill many current informational gaps. 

The Board concurs in the Commission’s expression of need for 
a statement of desirable objectives; scope, facilities, and per- 
sonnel requirements of occupational health programs and is re- 
questing the Council on Industrial Health to undertake this 
project. 


SECOND PROGRESS REPORT OF COMMISSION ON MEDICAL CARE 
PLANS 
INTRODUCTION 


In its first progress report to the Board of Trustees in October, 
1955, the Commission on Medical Care Plans detailed at con- 
siderable length the broad scope of the responsibilities delegated 
to it. It also stated that recommendations would be forthcoming 
only when its members felt they were in full possession of all 
facts that would enable them to arrive at conclusions consonant 
with its stated goals and objectives. This obligation to the medi- 
cal profession and the public it serves had dictated the necessity 
for painstaking research and thorough study of all conceivable 
clements and factors entering into the consideration of (1) the 
nature and methods of operation of the various types of plans 
through which persons receive the services of physicians; (2) 
the effect of these plans on the quality and quantity of medical 
care provided; and (3) the legal and ethical status of the ar- 
rangements used by the various plans. 


Stratus OF RESEARCH 


On April 28 and 29, 1956, the Commission met to review the 
results of seven distinct areas of research completed by the 
staff and cooperating organizations over the past six months. 
Out of the meetings of the full Commission and deliberations of 
the four committees into which the Commission had been divided, 
there developed the unanimous feeling that a sufficient amount 
of statistical data had been developed. Thus, phase 1 of the Com- 
mission’s objectives, which was the measurement of the major 
quantitative and historical aspects of its studies, was acknowl- 
— to have been completed. The seven areas of research in- 
Volvi $ 
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1. A detailed study of 305 Miscellaneous and Unclassified 
Plans (at least two-thirds of which are presumed to fall within 
the scope of this study) to secure uniform data on structure, 
method of organization, medical services provided, and other 
significant characteristics; 

2. Analyses of Blue Shield and other Medical Society Approved 
Plans to produce information on the characteristics of such pre- 
payment mechanisms as well as the payments for the 29 most 
common surgical procedures; 

3. A study of contract provisions of the most widely held and 
most liberal policies issued by insurance companies writing in- 
dividual and family surgical and medical expense policies; 

4. A similar survey among insurance companies issuing group 
surgical and medical expense policies; 

5. A survey among almost three thousand medical directors 
of inplant medical programs to determine the characteristics and 
medical and ethical relationships involved in industry programs; 

6. The use of the same study schedule to secure various types 
of information with regard to occupational disability programs 
( Workmen’s Compensation ); and 

7. The preparation of a 185 page compilation integrating the 
policy statements of the House of Delegates with Judicial Coun- 
cil decisions relative to pertinent sections of the Principles of 
Medical Ethics from 1847 to the present date. 


PROBLEMS PRESENTED THROUGH THREE AREAS OF STUDY 


Three categories of medical care plans illustrate the nature of 
the problems to which the Commission must next address itself. 

1. Miscellaneous and Unclassified Plans.—One hundred and 
seven plans (other than Blue Shield, Medical Society Approved, 
commercial insurance, and certain fraternal organizations ) cover- 
ing over 3,500,000 persons, returned the detailed questionnaire. 
The plans fell into several categories which had been previously 
defined and classified as cash indemnity, service, closed panel 
open to the general public, closed panel limited to specific in- 
dustries, unions, or fraternal groups, or a combination of the fore- 
going. The returns are considered to be a cross section of the 
more than 200 plans previously identified by the Commission. 
They adequately meet the requirements of objective 1 of the 
Commission’s study. They present an adequate sampling of the 
different programs in existence today. Enrollment, type of 
sponsorship, eligibility, types of medical services rendered, num- 
ber of physicians employed on full or part-time basis, organiza- 
tional structure, and other quantitative elements are clearly 
detailed. 

The Commission next attempted to achieve objectives 2 and 3 
by determining (a) what effect, if any, these plans have on the. 
traditional patient-physician relationship, (b) whether the intro- 
duction of a third party tends to disturb it and results in an in- 
ferior quality of medical care, (c) whether there are plans in 
which the participating physician is violating the Principles of 
Medical Ethics, (d) whether these plans will encourage the 
corporate practice of medicine, and (3) what the proper rela- 
tionship, if any, will be between the medical profession and these 
third party mechanisms. 

The Commission reports candidly to the Board of Trustees that 
these questions were difficult to answer. To illustrate the nature 
of the problem, information provided by four plans, selected at 
random from among the 107 specially prepared summaries of 
the returns, was reviewed and evaluated. The Commission was 
convinced that its opinions, observations, and knowledge of the 
operations of these plans could not provide the complete answers 
to these basic questions. It had yet to determine (1) those cri- . 
teria whereby the quality of medical care can be established and 
measured, and (2) what are the actual existing ethical and pro- 
fessional relationships. 

The Commission believes that a questionnaire survey inevita- 
bly reflects the bias of the persons completing the form. For 
example, a plan may appear to conform to the Principles of Med- 
ical Ethics on the survey response, but actually may be render- 
ing an inferior quality of medical care. On the other hand, it is 
conceivable that although professional relationships and arrange- 
ments may appear to indicate violation of the Principles, subse- 
quent study of the local situation and other factors may dispel 
this impression. In any event it is apparent to the Commission that 
answers to the basic questions that it has posed will require 
continued intensive research and investigation. 
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Recommendation: Faced with the problem of determining 
how to secure information which does not lend itself to a mail 
questionnaire technique, the Commission accordingly recom- 
mends to the Board of Trustees that a consultant be sought and 
employed to aid the Commission in developing a project-design 
to secure the information it deems essential for the further eval- 
uation of this group of Miscellaneous Plans. The elements to be 
included in such a study are criteria to determine the quality 
of medical care provided, ethical relationships, and evaluation 
of medical services by participants in the plans. 

2. Industry Programs Providing Nonoccupational Medical 
Care.—The results of the survey of inplant nonoccupational med- 
ical programs renders further support to the above recommenda- 
tion. Data were secured which enabled the Commission to ana- 
lyze the characteristics of 244 inplant programs providing various 
forms of medical care to more than 1,440,000 persons. On the 
basis of information contained in these responses, it appears like- 
ly that in certain industrial programs the presence of third 
parties in varying degrees (a) may affect the traditional patient- 
physician relationship, (b) may introduce elements which affect 
the quality and quantity of medical care, and (c) may occasion- 
ally raise questions of violations of the Principles of Medical 
Ethics. Moreover, since a number of medical care programs in 
industry possess characteristics similar to those in the Miscella- 
neous and Unclassified category, and inasmuch as appropriate 
criteria were not available to measure the quality of medical 
care, the techniques developed through the recommendation 
already made would undoubtedly assist in reaching some conclu- 
sions with respect to plans in industry. 

Recommendations:—Based upon the findings of its survey, the 
Commission recommends that a clear statement of desirable ob- 
jectives, scope, facilities, and personnel requirements of occupa- 
tional health programs is needed. Such a statement to supplement 
the Principles for Evaluating Union and Management Health 
Centers, which were approved by the House of Delegates in 
Boston on Dec. 1, 1955, should be prepared by a duly authorized 
and appropriate committee of the American Medical Association. 

The Commission calls attention to the fact that among the var- 
ious findings of the survey there is revealed the presence of a 
specific problem area involving relationships between the medical 
director in inplant programs and the general practitioner. 

3. Occupational Disability Programs—Workmen’s Compensa- 
tion.—The findings of this survey lend further substantiation to 
the statements regarding major issues in compensation which 
were presented in the first progress report. These issues are (1) 
choice of physician; (2) supervision of medical treatment; (3) 
supervision of medical costs; (4) medical testimony; and (5) 
rehabilitation. 

In this area of study, too, the Commission felt that it did not 
have appropriate criteria for measuring the quality of medical 
care, except in so far as statutory limitations of workmen’s com- 
pensation laws affect the quality. The Commission understands 
that the Council on Industrial Health is conducting studies of 
these programs, 


CONCLUSION 


The Commission has accumulated sufficient quantitative data 
in connection with its various areas of study. Its next task is to 
develop a plan for eliciting the information with respect to ob- 
jectives 2 and 3 that has not yet become available. Continuing 
evaluation and refinement of the material collected to date will 
take place at future meetings of the Commission. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 


Dr. John K. Glen, Chairman, Texas, read the following report, 
which was adopted: 

Supplementary Report of Board of Trustees B.—Your refer- 
ence committee considered supplementary report of the Board of 
Trustees B on Progress Report of Commission on Medical Care 
Plans, presented by Dr. Leonard W. Larson, Trustee and Chair- 
man of the Commission. Your committee recommends the ac- 
ceptance of this report and of the progress report of the Com- 
mission, and wishes to commend the Commission on its excellent 
progress as reported. 





J.A.M.A., September 29, 1954 
C. Procress Report oF COMMITTEE ON LEGISLATION 


This report covers the period from Sept. 1, 1955, to June |, 
1956. It includes activities of the Committee in preparation for 
the 2d Session of the 84th Congress, which convened in January, 
1956, as well as the activities of the Committee during the ses. 
sion. During the period covered by this report, the Committee 
met three times, in Boston, Washington, and Chicago. A detailed 
outline of the Eisenhower administration’s health program was 
presented to the Committee by Assistant Secretary of Health, 
Education and Welfare Roswell B. Perkins. Important new bills 
were considered for the first time, and modified versions of pre- 
vious legislation were reconsidered. Methods of implementing the 
Association’s position on all of these measures were discussed. 
This report pictures the most significant developments during the 
period. 


REGIONAL LEGISLATIVE CONFERENCES 


As part of the continuing effort of the Committee to establish 
closer and more effective liaison with state and local medical 
societies and individual members of the Association, six Region- 
al Legislative Conferences were held in the fall of 1955. Each 
conference lasted a full day and included discussion of the 
organization and operation of the Association’s legislative pro- 
gram, proposed federal health re-insurance and mortgage loan 
guarantees, treaties and their effect on the practice of medicine, 
veterans’ medical care, tax-deferred retirement plans for phy- 
sicians, current problems in military medicine, federal aid to 
medical education, and disability benefits under Title II of the 
Social Security Act. 

One of the most important features of these conferences was 
the opportunity afforded participants to express their own views 
on these subjects and to ask critical questions of members of the 
Committee and the Association staff. The Committee feels that 
such conferences are of great value in alerting the leaders of state 
and county units of organized medicine to legislative develop- 
ments of national significance and in obtaining more effective 
support of medicine’s legislative objectives. Proceedings of each 
conference were distributed to all participants and, on request, 
to many physicians unable to attend. The conferences provided 
the basis for discussion of national legislation in local and state 
meetings, and parts of the proceedings have been widely re- 
printed in state medical journals and county bulletins. 


PERMANENT AND TOTAL DISABILITY BENEFITS 


The major legislative activity of the Association during the 
period covered by this report dealt with the proposal to pay 
cash disability benefits under Title II of the Social Security Act 
to covered individuals at the age of 50. This measure passed 
the House of Representatives in July, 1955, with no hearings, 
virtually no debate, and by an overwhelming vote of 372 to 31. It 
was apparent from the outset that the political appeal of this 
proposal, particularly in an election year, would make it ex- 
tremely difficult to defeat. 

During the fall of 1955, members of the Committee on Legis- 
lation, assisted by members of the headquarters staff and person- 
nel from the Washington Office, met with the leaders of medicine 
in fifteen key states to organize effective opposition at the state 
level. Analyses of H. R. 7225 explaining its full implications 
were prepared and circulated widely within and without the 
profession. 

Early in December, Dr. Elmer Hess, as President, wrote to 
every member of the Association outlining the dangers inherent 
in the measure and requesting assistance in explaining these 
dangers to members of the Congress. The response of individual 
physicians and medical organizations has been both heartening 
and effective. Never in recent years has the profession been s0 
nearly unanimous on a subject. These efforts were instrumental 
in impressing members of the Senate with the dangerous implica- 
tions of the disability benefit proposal. 

Medical testimony on H. R, 7225 was heard by the Senate Fi- 
nance Committee on Feb. 9, Feb. 22, and Feb. 23, 1956. Dr. 
David B. Allman and Dr. F. J. L. Blasingame presented the 
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testimony of the Association on Feb. 23. Witnesses representing 
17 state associations, 3 county societies, and 5 other medical 
organizations were heard by the Committee. The witnesses, 
consisting of physicians engaged in general practice and special- 
ists in virtually every branch of medicine presented a well- 
rounded picture of the medical problems in determining disability 
and treating patients with physical or mental impairments. 
Fortunately the Eisenhower administration and a substantial 
majority of the Senate Finance Committee opposed the provision 
of cash disability benefits under Title II of the Social Security 
Act. After hearings lasting several months, the Committee voted 
11 to 4 to remove this feature from the measure. On May 25, 
H. R. 7225, with the disability benefit section deleted, was re- 
ported to the Senate. The debate on this bill is probably start- 
ing either this morning or it will start tomorrow morning in Con- 
gress, in the Senate, and it will be a determined effort to rein- 
state the disability provision in this bill. Of course, we do not 
know how long this debate is going to last. The vote may be 
taken this week or it may be delayed for a week or a month. 


MILITARY MEDICINE 


At the time of the extension of the “Doctor-Draft” law in 
June, 1955, the Association recommended to Congress that steps 
be taken to correct the basic causes for physician shortages in 
the armed services. A major portion of the legislative activities 
in which the Committee has engaged during the period covered 
by this report relates to measures designed to carry out these 
recommendations, 

Studies made in the Department of Defense, prompted in part 
by the insistence of the Association that corrective action be 
taken, led to the introduction of legislation substantially improv- 
ing the status of military medical officers. The Association vig- 
orously supported enactment of this proposal and the restora- 
tion of the increased incentive pay originally recommended by 
the Department of Defense but deleted by the Bureau of the 
Budget. That pay was in part restored and the Career Incentive 
Bill passed the House. Upon the strong recommendation of wit- 
nesses for the Association, the additional incentive pay was 
further increased by the Senate, and the Career Incentive Act 
became law on April 30, 1956. It is believed that this legislation 
will provide the basis for a sounder approach to the medical 
manpower problems of the armed services. 

The Department of Defense also supported the enactment of 
a bill to authorize medical care for military dependents in both 
military and civilian facilities. The original version of this bill 
was heavily weighted to favor the utilization of military facilities. 
As a partial result of the testimony presented by the Association 
before the House Armed Services Committee and the work of the 
Washington Office, a greatly improved Dependent Medical Care 
Bill was passed in March. The Senate passed an amended version 
of the bill and a version compromising the differences between 
the House and the Senate bills was reported by a conference 
committee and subsequently adopted. The new Dependent Care 
Bill requires the Secretary of Defense to contract for medical care 
for dependents but does not spell out the particular type of 
program to be followed in utilizing the service of civilian physi- 
cians. The amended and improved version of the bill finally 
came out and became law on June 7, 1956, and is known as 
Public Law No. 569. 

The Committee on Legislation has vigorously opposed a 
House measure authorizing the appointment of osteopaths as 
military medical officers. As this bill passed the House last July, 
it would have required the Armed Services to commission osteo- 
paths. The Senate added an amendment requiring that the 
Surgeon General of the appropriate service specifically approve 
the appointment of any osteopath. The House has not agreed to 
accept the Senate changes, so we still do not know as of today 
just exactly what will happen there. 


MISCELLANEOUS LEGISLATION 


The Committee on Legislation has been active in connection 
with numerous other bills. Among these measures are the Jenkins- 
Keogh bills; legislation relating to federal participation in the 
construction and maintenance of state soldiers’ homes; the 
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authorization of a National Morbidity Survey; the Alaska Mental 
Health bill; federal aid to medical education and research facility 
construction; military status of the Public Health Service com- 
missioned corps in time of emergency; Congressional inquiries on 
narcotics, barbiturates, and amphetamines; the Water Pollution 
Control Act Extension; and various appropriations, including 
Civil Defense medical appropriations, Poliomyelitis Vaccination 
Assistance Act appropriations, and appropriations for the con- 
tinuation of the Veterinary Corps in the Army and the Air Force. 
Oral testimony or letters and statements explaining the Associa- 
tion’s views have been presented on all of these measures to 
appropriate committees of the Congress. In addition to furnish- 
ing assistance to the 29 witnesses who appeared before the 
Senate Finance Committee on H. R. 7225, 12 other witnesses 
have appeared on behalf of the Association before various com- 
mittees during the period covered by this report. On 22 occasions 
the views of the Association have been presented to committees 
by means of written statements. 

Since activity is considerably accelerated during the closing 
days of Congress, the final action on many of the foregoing 
measures is unknown. At the time of the preparation of this 
report, however, the status of the principle measures is as 
follows: 

The Jenkins-Keogh bills have been approved by the House 
Committee on Ways and Means, but not yet reported to the floor 
of the House. Strong sentiment for their enactment has been 
expressed by nearly one-fourth of the members of Congress. 

The National Morbidity Survey Bill and the Water Pollution 
Control Act Extension have passed the Senate and have been 
favorably reported in the House. 

The Alaska Mental Health Bill has passed the House and has 
been favorably reported in the Senate. 

The Public Health Service Status Bill has become law. 


CONCLUSION 


In closing this report, it is particularly fitting to note the 
Committee’s profound appreciation for the invaluable assistance 
received from the Board of Trustees, the Washington Office, the 
Woman’s Auxiliary, the officers and staff of the Association, and 
state and county medical societies. The keen interest and effective 
cooperation of an ever-increasing number of individual physicians 
has been a source of great satisfaction to the Committee, for 
which the members are profoundly grateful. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. Willis H. Huron, Chairman, Michigan, read the following 
report, which was adopted: 

Supplementary Report of Board of Trustees C on Progress 
Report of Committee on Legislation.—This report was covered 
in detail. Your committee recognizes the value of the regional 
legislative conferences. It believes, however, that the work of 
the Committee could be even more effective if a representative 
of the Committee could appear before the House of Delegates 
and representative members of each state society to discuss 
legislative matters on a national level. Your reference committee 
wishes to compliment the Chairman of the Committee on Legis- 
lation for his progress report and to commend the Committee 
for its continued fine work. 


D. MepicaL HALL or FAME 


Supplementary report D was referred to the Reference Com- 
mittee on Miscellaneous Business. 

Resolution No. 25 ( Atlantic City, 1955) recommending a study 
of the establishment of a Medical Hall of Fame in the United 
States was reviewed by the Board of Trustees. In its study several 
factors relating to expense, available space, and similar projects 
already established by the federal government and other bodies 
were disclosed. The Board requests, therefore, that it be per- 
mitted to continue its investigation of the matter with the hope 
that a definite report will be available at the Clinical Meeting 
in Seattle. 
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REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Joseph C, Griffith, Chairman, Wisconsin, presented the 
following report, which was adopted: 

Supplementary Report of Board of Trustees D on Medical 
Hall of Fame.—This supplementary report concerned a study of 
the establishment of a Medical Hall of Fame. The Board requests 
permission to continue its investigation as to expense, available 
space, etc., with a report to be made at the Clinical Meeting in 
Seattle. Your reference committee agrees. 


E. Nropwastic DIsEASES 


Supplementary report E was referred to the Reference Com- 
mittee on Hygiene, Public Health, and Industrial Health. 

The Council on Industrial Health, at its meeting in January, 
1956, called attention to the fact that statistical information is 
needed for comparing cancer in the industrial population with 
that in the general population. It believes that the excellent 
study recently made by the Division of Occupational Health and 
the National Cancer Institute of the Public Health Service should 
be a continuing study, reported every few years. 

The Council further stated that the natural occurrence of dis- 
eases in the United State fluctuates over the years as the result of 
many factors. The effective treatment of infection, decline in 
neonatal mortality and various other advances in American 
medicine have increased life expectancy, thereby emphasizing 
the medical, social, and economic importance of chronic diseases. 
Inasmuch as malignant neoplasms form an increasingly important 
segment of medical practice, a need for continuing evaluation of 
progress in the management of clinical cancers requires accurate 
statistics of the incidence of specific anatomical types of malig- 
nant neoplasms in relation to age and sex. Investigation of the 
incidence of cancer in association with exposure to environmental 
hazards requires standardized rates of risk to specific anatomical 
types of cancer in relation to age and sex as accurate standards 
of reference for comparison with specific types of exposure. 

The Council recommends, therefore, and the Board concurs in 
this recommendation, that the agencies already concerned with 
compiling vital and health statistics on the morbidity and mor- 
tality of neoplastic diseases be encouraged to continue and 
expand their activities in this field as a major and important con- 
tribution to the control of cancer. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. Martyn A. Vickers, Chairman, Maine, submitted the fol- 
lowing report, which was adopted: 

Neoplastic Diseases.—This deals with a study recently made 
by the Division of Occupational Health and the National Cancer 
Institute of the Public Health Service, and it recommends con- 
tinued cooperation of these agencies in compiling vital statistics 
of the morbidity and mortality of neoplastic diseases and expand 
their activities in the field as a major and important contribution 
to the control of cancer. 


F. AMERICAN MEDICAL ASSOCIATION DUES 


Supplementary report F was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary. 

The Board of Trustees referred to its Finance Committee the 
recommendation of the House of Delegates (Boston, 1955) that 
consideration be given to a dues increase for the benefit of the 
American Medical Education Foundation and for other purposes. 
At its meeting on May 19, 1956, the Finance Committee thor- 
oughly discussed the recommendation from the House of Dele- 
gates. The following report was submitted to the Board and was 
approved for presentation to the House: 

In view of the fact that income was in excess of expense for 
1955, the Finance Committee feels that it cannot recommend 
that an increase in dues be proposed to the House of Delegates 
at this time. However, because of the increased activities being 
undertaken by the Association’s councils, committees, and de- 
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partments, it is getting more and more difficult to balance the 
budget and a probable increase in dues must be faced. If the 
activities of the Association continue to expand over those of 
the past year, as all trends indicate, either the Association activ- 
ities will have to be curtailed or the state associations must under- 
take more of these responsibilities. The Finance Committe 
recommends that the following action taken by the House of 
Delegates in June, 1955 be reiterated: 


Your Reference Committee (on Reports of Board of Trustees and 
Secretary) is in hearty accord with the suggestion to the House in this 
and future sessions that each delegate seriously consider organizational, 
financial, and personnel problems involved when they recommend that 
a new council or study committee be formed for this or that activity. 


REPORT OF REFERENCE COMMITTEE ON REPORTS OF 
BOARD OF TRUSTEES AND SECRETARY 


Dr. Woodruff L. Crawford, Chairman, Section on Pediatrics, 
presented the following report, which was adopted: 

Supplementary Report of Board of Trustees F on American 
Medical Association Dues.—Your reference committee approves 
of this statement of the Board of Trustees. 


G. ProFEssIONAL LiaBILITY INSURANCE 


Supplementary report G was referred to the Reference Com- 
mittee on Reports of Board of Trustees and Secretary. 

The Board of Trustees considered the following report of the 
Law Department relative to its study of professional liability 
insurance and claims prevention programs, in which the Council 
on Medical Service concurs, and with its approval submits it to 
the House of Delegates for consideration. 


STUDY OF PROFESSIONAL LIABILITY INSURANCE AND CLAIMS 
PREVENTION PROGRAMS 


In accordance with the request of the Board of Trustees and 
the House of Delegates, the Law Department has continued its 
study of Medical Professional Liability. Some of the activities 
mentioned in the report of Nov. 21, 1955, have been initiated, 
others have been completed. 

Opinion Survey.—A questionnaire, designed to obtain the 
opinion of individual physicians concerning professional liability, 
has been pretested. During the month of June it will be sent to 
a random 5% sample of Association members. The responses 
should give an indication of the number of claims and suits that 
have been brought against physicians, the amount of professional 
liability insurance carried by physicians, the percentage of physi- 
cians who carry professional liability insurance, and a consensus 
as to the best way to cope with professional liability claims and 
suits. All of this information will be broken down by age group, 
medical specialty, and geographical location. 

Analysis of Reported Cases.—An analysis of all the reported 
cases for the past 20 years for every state is about 80% com- 
pleted. It is estimated that when this project is finished, about 
750 cases will have been reviewed. It is expected that these cases 
will disclose a wealth of information, and indicate the legal 
trends in the various states. 

Preparation and Publication of Special Articles.—Eleven physi- 
cians and attorneys have been asked to write articles on various 
aspects of medical professional liability. It is planned to publish 
each article in a separate issue of THE JouRNAL. Thereafter all the 
articles will be reproduced in booklet form. 

Insurance Experience and Rates.—Thirty-one of the known 
insurance companies writing professional liability insurance in 
this country have been contacted and requested to cooperate 
with the Law Department in this study. These companies have 
been asked to supply extensive statistical data relative to pro- 
fessional liability claims and suits filed. To date, with the 
assistance of the Council on Medical Service and the National 
Bureau of Casualty Underwriters, liaison has been established 
with 10 companies, Other carriers will be contacted within the 
next two months. These insurance companies can make an 
invaluable contribution to this study by furnishing information 
which to date has not been available on a national basis. 
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Statutes of Limitations.—A detailed study of the statutes of 
limitations of each state relating to medical professional liability 
suits has been completed. 

Professional Liability Claims Involving Physicians in Govern- 
ment Service.—Letters have been sent to the armed forces, Vet- 
erans Administration, Public Health Service, and Department of 
Justice in an effort to obtain information on the causes, number 
and disposition of professional liability claims and suits against 
government physicians, as well as the role the government plays 
in assuming responsibility. Generally speaking, the legal princi- 
ples governing professional liability of civilian physicians are 
equally applicable to government physicians. Simply stated, the 
government physician is personally responsible for negligence 
that results in injury to his patients in the same manner and to 
the same extent as if he were in private practice. If, however, 
the injured patient elects to proceed against the United States 
under the Federal Tort Claims Act and receives a judgment 
against the United States, the physician is relieved from pecuni- 
ary liability. Because of the guarantee of solvency and the relative 
ease of collectability of judgments against the government, pro- 
fessional liability suits are usually brought against either the 
government alone, or the Government as a co-defendant with the 
physician. 

Conclusion.—The Law Department has obtained fine coopera- 
tion from those who have been asked to assist it. If this spirit 
continues, the Director of the Department is confident that 
answers to most of the questions on professional liability which 
physicians have been asking for many years will be obtained. 


REPORT OF REFERENCE COMMITTEE ON REPORTS OF 
BOARD OF TRUSTEES AND SECRETARY 


Dr. Woodruff L. Crawford, Chairman, Section on Pediatrics, 
read the following report, which was adopted: 

Professional Liability Insurance.—Your reference committee 
considered the report of the Law Department relative to its 
study of Professional Liability Insurance and Claims Prevention 
Program, in which the Council on Medical Service concurs. It 
was pointed out in discussion that Alaska and Hawaii were not 
included in the survey, but your committee feels that they should 
be. Your committee hopes the constituent associations will lend 
their efforts to help the Law Department to clarify this vexing 
problem. Inasmuch as the report is merely a progress report of 
information, no action need be taken at this time. 


H. AREAS OF UNDERSTANDING 


Supplementary report H was referred to the Reference Com- 
mittee on Insurance and Medical Service. 

The following report, approved by the Council on Medical 
Service, was considered by the Board of Trustees and approved 
for submission to the House of Delegates: 

The Committee on Federal Medical Services has studied and 
reviewed the proposed statement concerning VA medical affairs 
and the ten areas of possible understanding between the Ameri- 
can Medical Association and the American Legion in accordance 
with the letter of March 30, 1956, addressed to the Council on 
Medical Service from the Board of Trustees. The Committee is 
of the opinion that the American Medical Association and the 
American Legion should continue to cooperate in an effort to 
provide the finest medical care for all segments of the American 
public, with special emphasis on the obligations of a grateful 
nation toward those who have suffered disability as a result of 
military service. It is the further recommendation of the Com- 
mittee that both organizations should jo:a in aggressively seeking 
an adequate program of prevention and treatment of mental 
disorders. The Committee has found no reason to suggest revision 
of the fundamental American Medical Association concept that 
it is contrary to the public interest to approve VA medical care 
for disability unrelated to military service. In consequence it feels 
that those suggested areas of understanding which conflict with 
this position cannot be endorsed. 

The Committee recommends that the members and staff of 
the Liaison Committee be thanked for their efforts and activities 
and that the Committee on Federal Medical Services be author- 
ized to make a continuing study of all aspects of VA medical 
activities under the basic policy established by the American 
Medical Association House of Delegates in June, 1953. 
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The Board of Trustees calls attention to the fact that the 
special Liaison Committee was discharged on Feb. 11, 1956. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 


Dr. John K. Glen, Chairman, Texas, submitted the following 
report, which was adopted: 


Supplementary Report of the Board of Trustees H on Areas of 
Understanding.—Your reference committee gave long audience 
to those who would inform it on this matter. After due delibera- 
tion, your committee recommends approval of this report with 
the following addendum to follow the words “in June, 1953,” in 
the next to the last paragraph of the report: “Inasmuch as the 
1953 policy of the American Medical Association House of 
Delegates adds certain temporary exceptions in respect to the 
Veterans Administration care of nonservice-connected disabili- 
ties, such as those of neuropsychiatric or tuberculous origin, it is 
recommended that a reconsideration of these temporary excep- 
tions be made by the Council on Medical Service, through its 
Committee on Federal Medical Services, with a view to adjusting 
these exceptions in more realistic fashion to the needs of areas in 
this country where local facilities do not exist for the care of 
mental disease, tuberculosis, and other chronic disabilities as 
well.” 


I. NATIONAL Civit DEFENSE 


Supplementary report I was referred to the Reference Com- 
mittee on Medical Military Affairs. 

The following report was received by the Board from the 
Council on National Defense and was approved for submission 
to the House of Delegates for its consideration and action: 

The continued existence of our nation and the survival of our 
people depend upon a complete and effective national defense 
on both the military and civilian level. Inasmuch as the existence 
of weapons which release energy equivalent to millions of tons of 
TNT is now a fact, an enemy attack employing thermonuclear 
weapons in the megaton range could result in millions of our 
citizens being killed or injured. The effective handling of mass 
casualties following such an attack requires new procedures and 
medical skills using every physician and all ancillary personnel 
in the country. 

It is therefore the solemn duty of the medical profession, in- 
cluding every individual physician in the country, to exercise his 
skills, knowledge, and best judgment to prevent human suffering 
and loss of life and to assume responsibility for solution of the 
complex medical problems arising from instantaneously produced 
mass casualties. 

The Council and the Board of Trustees recommend that the 
House of Delegates express its grave concern over the present 
inadequacy of our national civil defense effort. An efficient and 
practical medical civil defense should be developed by the best 
minds in our nation as an absolute necessity to national survival, 
and the physicians of our country, individually and in associated 
bodies, must assume the basic responsibility of preparing for and 
assuming the management and care of mass casualties during a 
grave national disaster. The Board of Trustees recommends 
further that the Council on National Defense study and report on 
a plan and organization by which the medical profession can be 
mobilized to meet the current and future need for an adequate 
national medical civil defense preparedness plan. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
MILITARY AFFAIRS 


Dr. William C. Chaney, Chairman, Tennessee, presented the 
following report, which was adopted: 

National Civil Defense.—In considering supplementary report 
I of the Board of Trustees your committee is impressed with the 
serious and important responsibilities of the Council on National 
Defense with respect to its activities concerning medical disaster 
preparedness and emergency medical services. Your committee 
agrees with the Council and the Board of Trustees that the con- 
tinued existence of our national and the survival of our people 
depend upon a complete and effective national defense on both 
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the military and civilian levels. This committee is convinced that 
an enemy attack employing thermonuclear weapons could result 
in millions of our citizens being killed or injured, and that the 
effective handling of mass casualties following such an attack 
requires new procedures and medical skills using every physician 
and all ancillary personnel in the country. 

Your committee believes it is the solemn duty of each indi- 
vidual physician to exercise his skills, knowledge, and best 
judgment in preventing human suffering and loss of life. There- 
fore, physicians should assume responsibility for solution of the 
complex medical problems arising from instantaneously produced 
mass casualties. Your committee endorses the proposition that an 
efficient and practical medical civil defense should be developed 
by the best minds in our nation as necessary to national survival. 

Your committee received with interest the statements from 
members of the Council pertaining to studies and plans that are 
currently in progress: (1) to assist state medical societies in 
promoting and developing active programs for emergency medi- 
cal services; (2) to obtain information on the emergency care of 
casualties by specialty groups; (43) to act as a liaison with these 
groups to aid them in defining their role so that a comprehensive 
emergency medical service program can be realized; and (4) to 
define and integrate the special medical training for allied medi- 
cal and health groups. Your committee commends the Council 
on its accomplishments, and is impressed with its grasp of the 
problem. Your reference committee recommends that the Council 
on National Defense complete its plan for an organization by 
which the medical profession can be mobilized to meet the 
current and future need for an adequate national medical civil 
defense program. 


J. Vererinary Corps 


Supplementary report J was referred to the Reference Com- 
mittee on Medical Military Affairs. 

The following recommendation of the Council on National 
Defense was approved by the Board of Trustees for submission 
to the House of Delegates: 

The Congress legislated to establish the Army Veterinary 
Corps in the National Defense Act of June 3, 1916, and re- 
affirmed its action in the Army Organization Act of 1950, and 
the United States Air Force recognized the military necessity for 
a veterinary service and administratively established a Veterinary 
Corps in 1949. 

Military veterinarians have made and continue to make valu- 
able contributions to medical science of both military and civilian 
significance. They have played a vital role in successfully pro- 
tecting the health of troops from food-borne and animal diseases 
throughout two world wars and the Korean conflict and currently 
are responsible for inspection of food used by the Armed Forces. 
The professional capabilities, military training, and centralized 
control of the Army and Air Force Veterinary Corps have estab- 
lished them as indispensable components of the over-all preven- 
tive medicine program and as important paramedical elements 
in the event of atomic disaster. The officers of this corps, trained 
and being trained in radiobiology, radiotoxicity, and radioassay 
as these pertain to foodstuffs and food-producing animals sub- 
jected to the effects of nuclear detonations, comprise a group 
whose technical knowledge and capabilities will be of inestimable 
value to both military and civilian populations in the event of 
atomic disaster and would be difficult of replacement. Officers 
of the Army and Air Force Veterinary Corps, trained and being 
trained in the medical care of human casualties, are being relied 
upon to assist medical officers in the event of atomic disaster. 
The elimination of military veterinarians will substantially in- 
crease the armed forces’ requirements for medical officers to 
assume many of the functions performed by the former and 
thereby reduce the number of physicians available for the medi- 
cal care of the civilian population. The Council on National 
Defense believes that the proposal of the Secretary of Defense 
would deprive the Armed Forces of important operational ele- 
ments that function to protect the health of our soldiers, sailors, 
and airmen at home and overseas, and recommends therefore 
that the American Medical Association vigorously oppose any 
action by the Department of Defense that would “reassign, 
discontinue, or obtain through contractural arrangements the 
various functions performed by the Army and Air Force Veteri- 
nary Corps.” 
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REPORT OF REFERENCE COMMITTEE ON MEDICAL 
MILITARY AFFAIRS 


Dr. William C, Chaney, Chairman, Tennessee, read the fol- 
lowing report, which was adopted: 

Your reference committee approves in principle supplementary 
report J pertaining to the military Veterinary Corps. Your com- 
mittee notes that the Congress legislated to establish the Army 
Veterinary Corps in the National Defense Act of June 3, 1916, 
reaffirmed its action in the Army Organization Act of 1950. The 
United States Air Force recognized the military necessity for a 
veterinary service and administratively established a Veterinary 
Corps in 1949. 

Military veterinarians have made and continue to make valua- 
ble contributions to medical science of both military and civilian 
significance. They have played a vital role in successfully protect- 
ing the health of troops from food-borne and animal diseases 
throughout two World Wars and the Korean conflict, and cur- 
rently are responsible for inspection of food used by the armed 
forces. The professional capabilities, military training and cen- 
tralized control of the Army and Air Force Veterinary Corps 
have established them as indispensable components of the over- 
all preventive medical program and as important supporting 
medical elements in the event of atomic disaster. Your committee 
further notes that the officers of this Corps, trained in radiobiol- 
ogy, radiotoxicology, and radioassay which pertain to foodstuffs 
and food producing animals subjected to the effects of nuclear 
detonations, comprise a group whose technical knowledge and 
capabilities will be of inestimable value to both military and 
civilian populations in the event of atomic disaster and would be 
difficult of replacement. Officers of the Army and Air Force 
Veterinary Corps, trained and being trained in the medical care 
of human casualties, are being relied upon to assist nedical offi- 
cers, in the event of atomic disaster. Your committee is impressed 
with the contention that the elimination of military veterinarians 
will substantially increase the Armed Forces’ requirements for 
medical officers to assume many of the functions performed by 
the former and thereby reduce the number of physicians avail- 
able for the medical care of the civilian population. 

For these reasons, your committee recommends that this 
House of Delegates oppose the elimination of military veteri- 
narians. Your committee further recommends that a copy of this 
report and action be sent to the President of the United States, 
members of the Armed Services Committees and Appropriations 
Committees of the Senate and House of Representatives, includ- 
ing telegraphic copies to the Secretary of Defense and the Sur- 
geons General of the Army, Navy, and Air Force. 


Report of Committee to Review the Functions of the Joint 
Commission on Accreditation of Hospitals 


Dr. Wendell C. Stover, Chairman of the special Committee to 
Review the Functions of the Joint Commission on Accreditation 
of Hospitals, presented the following report, which was referred 
to the Reference Committee on Medical Education and Hospitals: 


At the annual meeting of the House of Delegates in June, 1955, 
the following resolutions relating to the Joint Commission on 
Accreditation of Hospitals were introduced: Resolution No. 3 on 
Accreditation of Hospitals, introduced by Dr. Joseph B. Cope- 
land on behalf of the Texas delegation; Resolution No. 15 on Ac- 
creditation of Hospitals, introduced by Dr. James Q. Graves for 
the Louisiana delegation; Resolution No. 17 on Board of Media- 
tion fer Joint Commission on Accreditation of Hospitals, intro- 
duced by Dr. George F. Gsell on behalf of the Kansas delegation; 
Resolution No. 20 on Activities of Joint Commission on Accredi- 
tation of Hospitals, introduced by Dr. George A. Unfug on be- 
half of the Colorado delegation; Resolution No. 59 on Hospital 
Accreditation, introduced by Dr. John F. Burton on behalf of 
the Oklahoma delegation; and Resolution No. 67 on Accredita- 
tion of Hospitals, introduced by Dr. Elmer P. Weigel on behalf 
of the New Jersey delegation. 

The above-named resolutions were considered by the Refer- 
ence Committee on Medical Education and Hospitals, which 
made the following recommendations: 
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“,.. that the Speaker of the House of Delegates be requested 
to appoint a special committee to review the functions of the 
Joint Commission on Accreditation of Hospitals to consist of 
seven members, none of whom shall be members of the Council 
on Medical Education and Hospitals or of the Joint Commission 
on the Accreditation of Hospitals. This special committee should 
be instructed to make an independent study or survey and report 
its findings and recommendations to the House of Delegates at 
the next annual meeting. All physicians and hospitals are urged to 
pass on to this special committee any observations or suggestions 
concerning the functioning of the Joint Commission on Accredi- 
tation of Hospitals.” 

Two resolutions introduced in the House, December, 1955, 
by Dr. Clark Bailey for Kentucky were also referred to the 
Committee. 


Committee Procedure 


As a result of this directive by the House, the Speaker ap- 
pointed a seven-man committee which has held five meetings 
with 100 per cent attendance by the members. 

Letters and Publicity—To obtain as much factual data as 
possible and to give physicians and hospital administrators 
throughout the country an opportunity to express their views on 
the functions of the Joint Commission letters were sent to state 
medical associations and large component medical societies, and 
to the American Hospital Association for distribution to state 
hospital associations. Notices and news items were published in 
THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION and the 
Secretary's Letter. These letters and news items informed physi- 
cians and medical organizations of the creation of the Com- 
mittee and requested them to notify their members—through 
journals, bulletins, newsletters, or a special mailing to their 
memberships—of the Committee’s desire for information on the 
following: 


1. The general understanding by physicians of the functions of the 
Joint Commission. 

2. Whether the method of appeal from an adverse ruling regarding 
accreditation is satisfactory. 

3. The effect on the individual physician’s hospital connections due to 
actions of the Joint Commission. 

4. Whether any organizations not now represented should have official 
representation on the Joint Commission. 

5. The effect of the Joint Commission’s requirements concerning such 
matters as staff meetings. 

6. The pros and cons of separating administrative and professional 
accreditation functions in the inspection of hospitals. 

7. Constructive suggestions for improving the hospital accreditation 
program. 


Interviews.-To obtain background information the Com- 
mittee, at its various meetings, interviewed (1) the Director and 
staff of the Joint Commission at the Commission’s offices; (2) 
representatives and some of the Commissioners of the American 
Medical Association, American Hospital Association, American 
College of Surgeons, and American College of Physicians; (3) 
representatives of the American Academy of General Practice, 
including national officers and state delegations; and (4) sur- 
veyors of the member organizations of the Joint Commission. 
A detailed letter was also received from the Canadian Medical 
Association. 

As a result of its studies the Committee found that the dissatis- 
faction with the functions of the Joint Commission, as intense as 
it is in some localities, is not as widespread geographically as this 
Committee had been led to believe. It is also evident that much 
of the criticism is based on misunderstanding and misinforma- 
tion. 


History of Accreditation 


A Hospital Standardization Program was begun by the Ameri- 
can College of Surgeons in 1920 the purpose of which was 
“. , . to create in the hospital an environment which will assure 
the best possible care of the patient.” The American College of 
Surgeons conducted this program until December, 1951, when 
it became too expensive, at which time they proposed to turn 
it over to the American Hospital Association, The American 
Medical Association then took definite action and it was agreed 
that both medical and hospital groups should be represented in 
the program. On December 15, 1951, the Joint Commission on 
Accreditation of Hospitals was established. 
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Make-Up of the Joint Commission 


The Joint Commission is an independent entity incorporated 
under the laws of the State of Illinois as a nonprofit corporation. 
As a separate corporation it functions within the limitations of its 
articles of incorporation, which set forth its charter powers, and 
the bylaws of the corporation, which enumerate its activities and 
plan of organization. The American Medical Association is a 
member organization of the Joint Commission in common with 
other member organizations. 

According to the Bylaws of the Joint Commission on Accredi- 
tation of Hospitals, Article IV, Section 1, “The Members of this 
corporation shall be American College of Physicians, American 
College of Surgeons, American Hospital Association, and Ameri- 
can Medical Association.” A subsequent amendment authorized 
membership of the Canadian Medical Association. 

Article IV, Section 2, of the bylaws states: “Additional organi- 
zations may be admitted to membership in this corporation upon 
the written approval of all members.” 

Article VI, Section 1, of the bylaws specifies that, “The affairs 
of the corporation shall be managed by a Board of twenty (20) 
Commissioners.” 

At present the Board of Commissioners consists of the fol- 
lowing: 


Boarp OF COMMISSIONERS 
Chairman, LeRoy H. Sloan 
Vice Chairman Julian P. Price 
Treasurer, Mr. Stuart K. Hummel 
Secretary, Kenneth B. Babcock 


AMERICAN COLLEGE OF PHYSICIANS 
*1956—Willis M. Fowler, lowa City 
1957—LeRoy H. Sloan, Chicago 
1958—Alexander M. Burgess, Providence, R. I. 


AMERICAN COLLEGE OF SURGEONS 
1956—Walter C. MacKenzie, Alberta, Canada 
1957—Warren H. Cole, Chicago 
1958—John I. Brewer, Chicago 


AMERICAN HOSPITAL ASSOCIATION 
1956—Hon., John Milton George, Q. C., Manitoba, Canada 
1956—Mr. Stuart K. Hummel, Milwaukee 
1956—Jack Masur, Washington, D. C. 

1957—F rank R. Bradley, St. Louis 
1957—sic. Rev. Msgr. Donald A. McGowan, Washington, D. C. 
1958—Mr. Ray E. Brown, Chicago 
1958—Albert W. Snoke, New Haven, Conn. 


AMERICAN MEDICAL ASSOCIATION 
1956—Dwight H. Murray, Napa, Calif. 
1956—Herman G. Weiskotten, Skaneateles, N. Y. 
1957—Gunnar Gundersen, LaCrosse, Wis. 
1957—Stanley R. Truman, Oakland, Calif. 
1958—Julian P. Price, Florence, S. C. 
1958—Raymond F. Peterson, Butte, Mont. 


CANADIAN MEDICAL ASSOCIATION 
1957—E. K. Lyon, Ontario, Canada 


ApvisorY COMMITTEE 
LeRoy H. Sloan, American College of Physicians 
Paul R. Hawley, American College of Surgeons 
Edwin L. Crosby, American Hospital Association 
George F. Lull, American Medical Association 
A. D. Kelly, Canadian Medical Association 
Kenneth B. Babcock, Chairman, Joint Commission on 
Accreditation of Hospitals 


*Designates year appointment terminates 
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As the term of each Commissioner expires the Member 
organization reappoints him or selects a replacement. In the case 
of the American Medical Association these Commissioners are 
appointed by the Board of Trustees. 

Article VII, Section 1, of the bylaws states: “The officers of 
the corporation shall be a Chairman, a Vice Chairman, a Sec- 
retary and a Treasurer and such other officers as the Board may 
authorize, all of whom, except the Secretary, shall be elected from 
members of the Board of Commissioners.” These officers are 
elected at each annual meeting of the Board. 

Article VIII, Section 1, of the bylaws states: “There shall be an 
Advisory Committee composed of the chief administrative officer 
of each Member or such other person as the Member may desig- 
nate, and the Director of this corporation. The Director shall 
act as Chairman of the Advisory Committee.” 

The expenditures of the Commission for 1955 were $96,192.69. 
Appropriations by the parent organization are prorated according 
to the proportion of members on the Commission: American 
Medical Association, 6/20ths; American Hospital Association, 
7/20ths; American College of Surgeons, 3/20ths; American Col- 
lege of Physicians, 3/20ths; and Canadian Medical Association, 
1/20th. ; 

In addition, surveyors are employed by each individual 
Member organization, and they are supplied in the following 
proportion: American College of Surgeons, 4; American Hos- 
pital Association, 5 (including 2 part-time); American Medical 
Association, 10 (including 2 part-time); and Canadian Medical 
Association, 2. The surveyors for the American Medical Associa- 
tion also survey residency and internship programs, and the sur- 
veyors for the American College of Surgeons survey cancer 
clinics. 

The Committee is cognizant of the fact that the Joint Com- 
mission is a relatively new organization and is still in a state of 
evolution. As new problems arise, improvements in the operations 
of the Commission are made. For example, recently a major 
change was made in the survey report forms by eliminating the 
“point scores.” 

The Committee is conscious of the importance and prestige 
of hospital accreditation by the Joint Commission, specifically in 
those areas of the country where emphasis is placed upon accredi- 
tation by Blue Cross, insurance companies, and other agencies, 
such as the United Mine Workers Welfare and Retirement Fund. 


Standards for Hospital Accreditation 


Since many members of the House have probably not had an 
opportunity to review the “Standards for Hospital Accreditation,” 
the Committee believed it important to reproduce the latest re- 
vision in its entirety. The following are the standards for hos- 
pital accreditation as revised and published by the Commission 
on January 28, 1956. 


BASIC PRINCIPLES 


The following outlines the basic principles necessary for accredi- 
tation of a hospital by the Joint Commission on Accreditation 
of Hospitals. They are arranged in three sections according to 
the major functional divisions of a hospital. 


I. ADMINISTRATION 


Physical Plant—The buildings of the hospital must be con- 
structed and arranged to insure the safety of the patient and 
promote his welfare. 


Governing Body—The governing body has the legal and moral 
responsibility for the conduct of the hospital as an institution. 
It is responsible to the patient, the community, and the 
sponsoring organization. Its official representative is the chief 
administrative officer of the hospital. 


Facilities for the following services are essential: 


Dietary 

Medical Records 

Pharmacy or Drug Room 

Clinical Laboratory, and pathological services 
Radiology 

Medical Library 
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Il. MEDICAL STAFF 


The medical staff is responsible to the patient and to the 
governing body of the hospital for the quality of all medica! 
care rendered to patients in the hospital and for the ethical and 
professional practices of its members. 


Ill. NURSING 


There must be a graduate registered nurse on duty at all 
times and professional nursing care must be available for all 
patients at all times. 


STANDARDS FOR METHODS OF PROCEDURE 
I. ADMINISTRATION 
A. Physical Plant 


The buildings of the hospital must be solidly constructed with 
adequate space and safeguards for each patient. Space pro- 
vided shall not be less than required by existing legal codes. 
The hospital shall provide: 


1. Fire protection by installation of rigid controls and writ- 
ten fire control plans, the elimination of fire hazards, the 
installation of necessary safeguards such as extinguishers, 
sprinkling devices, fire barriers, etc., to insure rapid and 
effective fire control. 

. A sanitary environment to avoid sources and transmission 
of infections. 

3. Facilities for isolation of patients with communicable 
diseases, especially in obstetrical, newborn, and pediatric 
sections. 

4. Emergency lighting in operating, delivery and emergency 
rooms, nursery and stairwells. 


to 


5. Adequate diagnostic and therapeutic facilities. 
B. Governing Body 


The governing body is legally and morally responsible for the 
conduct of the hospital. In the discharge of its duties, it places 
the responsibility for the medical care of the patient in the 
hospital primarily upon the medical staff. For effective per- 
formance the governing body should do the following: 


. Adopt bylaws in accordance with legal requirements. 
. Meet at regular stated intervals. 


on = 


. Appoint committees. There should be an Executive Com- 
mittee and others as indicated for special purposes. 

. Establish a formal means of liaison with the medical staff 
preferably by a Joint Conference Committee. 


rs 


5. Appoint members of the medical staff. 


6. Appoint a qualified hospital administrator who is the 
official representative of the governing body. Th» ad- 
ministrator is responsible for the conduct of the hospital, 
and provides liaison among the governing body, the 
medical staft, the nursing staff, and other departments 
of the hospital. 


C. Essential Services which must be maintained. 


1. Dietary Department 


a. There shall be an organized department directed by 
qualified personnel and integrated with other depart- 
ments of the hospital. 


b. Facilities shall be provided which meet the require- 
ments of the local sanitary code for the storage, 
preparation, and distribution of food for the general 
dietary needs of the hospital. These shall include 
facilities for the preparation of special diets. 

c. There shall be a qualified dietitian on full time or on 
a consultation basis and in addition, administrative 
and technical personnel competent in their respective 
duties. 
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d. There shall be a systematic record of diets, correlated 


with the medical records. 


e. Departmental and interdepartmental conferences shall 


be held periodically. 


. Medical Records Department 
a. Administrative Responsibilities 


(1) There shall be a medical record maintained on 
every patient admitted for care in the hospital. 

(2) Records shall be kept inviolate and preserved 
for a period of time not less than that deter- 
mined by the Statute of Limitations in the 
respective state. 

(3) Qualified personnel adequate to supervise and 
conduct the department shall be provided. 

(4) A system of identification and filing to insure 
the rapid location of a patient’s medical record 
shall be maintained. The unit number system 
is suggested; however, a serial number system 
or modification of this is acceptable. 

(5) Records should be indexed according to dis- 
ease, operation, and physician and should be 
kept up-to-date. 

(6) All clinical information pertaining to a patient 
should be centralized in the patient’s record. 

(7) The Standard Nomenclature should be used as 
a nomenclature and is preferred if medical 
records are coded. 


b. Medical Staff Responsibilities 


(1) The medical record must contain sufficient in- 
formation to justify the diagnosis and warrant 
the treatment and end results. 

(2) Only physicians and members of the house 
staff are competent to write or dictate medical 
histories and physical examinations. 

(3) Current records and those on discharged 
patients should be completed promptly. 

(4) Records must be authenticated and signed by 
the physician. 


c. The medical record should contain the following in- 


formation: 
(1) Identification data 
(2) Complaint 
(3) Present illness 
(4) Past history 
(5) Family history 
(6) Physical examination 
(7) Consultation 
(8) Clinical laboratory reports 
(9) X-ray reports 
(10) Provisional diagnosis 
(11) Tissue report 
(12) Treatment: Medical and Surgical 
(13) Progress notes 
(14) Final diagnosis 
(15) Summary 
(16) Autopsy findings 


3. Pharmacy or Drug Room 
a. There shall be a pharmacy directed by a registered 


pharmacist or drug room under competent super- 
vision. 

. Facilities shall be provided for the storage, safe- 
guarding, preparation, and dispensing of drugs. 

. Personnel competent in their respective duties shall 
be provided in keeping with the size and activity of 
the department. 
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d. 


f. 


Records shall be kept of the transactions of the 
pharmacy, and correlated with other hospital records 
where indicated. Such special records shall be kept 
as are required by law. 


. Drugs dispensed shall meet the standards established 


by the United States Pharmacopeia, National Formu- 
lary, New and Non-official Remedies, British Phar- 
macopeia, or Canadian Formulary. 

There should be an automatic stop order on danger- 
ous drugs. 


4. Laboratories 


a. 


b. 


c. 


Clinical 

(1) A clinical laboratory adequate for the individ- 
ual hospital must be maintained in the hospital. 

(2) Provision shall be made to carry out chemical, 
bacteriological, and serological examinations. 

(3) Facilities should be available at all times. 

(4) Personnel adequate to supervise and conduct 
the service should be provided. 


(5 


— 


Urinalysis and at least a hemoglobin or hem- 
atocrit should be routine examinations on all 
admissions. 
(6) Signed reports should be filed with the pa- 
tient’s record and duplicate copies kept in the 
department. 


Pathological 

(1) The services of a pathologist must be provided 
as indicated by the needs of the hospital. 

(2) All tissues removed at operation should be sent 
for examination. The extent of the examination 
should be determined by the pathology depart- 
ment. 

(3) Signed reports of tissue examination should be 
filed with the patient’s record and duplicate 
copies kept in the department. 

(4) Tissue reports should be indexed according to 
pathologic diagnosis. 


Blood Bank 
Facilities for procurement and safe-keeping of 
blood should be provided or readily available. 


5. Radiology 


a. 


b. 


d. 


e. 


The hospital must maintain radiological services ac- 
cording to the needs of the hospital. 

The radiology department shall be free of hazards for 
patients and personnel. 


. The interpretation of radiological examinations shall 


be made by physicians competent in the field. 

Signed reports should be filed with the patient's record 
and duplicate copies kept in the department. 

Reports should be indexed according to radiological 
diagnosis. 


6. Medical Library 


a. 


b. 


d. 


The hospital must maintain a medical reference 
library according to the needs of the hospital. 
Facilities should be provided to meet the requirements 
of the services in the hospital. 


. Basic textbooks and current periodicals should be 


available and catalogues according to the needs of 
the hospital. 

Personnel should be provided to assure efficient serv- 
ice to the medical staff. 


D. Services which may be maintained 


1. Medical Social Service Department. If a department is 
maintained: 


a. 


There shall be an organized department directed by 
a qualified medical social service worker, and in- 
tegrated with other departments of the hospital. 
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b. Facilities shall be provided which are adequate for 
the personnel of the department, easily accessible to 
patients and to the medical staff, and which assure 
privacy for interviews. 

c. Records of case work shall be kept. Such records 
shall be available only to the professional personnel 
concerned, 

d. Departmental and interdepartmental conferences shall 
be held periodically. 


. Emergency Service. If a service is maintained: 


a. There shall be a well organized department directed 
by qualified personnel and integrated with other de- 
partments of the hospital. 

b. Facilities shall be provided to assure prompt diagnosis 
and emergency treatment. 

c. There shall be adequate medical and nursing person- 
nel available at all times. 

d. Adequate medical records on every patient must be 
kept. 

e. There shall be a written plan for the care of mass 
casualties and this plan should be coordinated with 
the in-patient and out-patient services of the hospital. 


Il. MEDICAL STAFF 


A. Responsibilities 

The governing body of the hospital must obviously delegate 
the responsibility of medical functions to the medical staff, 
including recommendations as to the professional qualifica- 
tions of all who practice in the hospital. The medical staff is 
responsible for the quality of medical care rendered to patients 
in the hospital. Maintaining high standards of medical care 
will depend upon the character of the staff and the effective- 
ness of its organization to carry out the following duties: 


1. 


to 


~ 


Selection of those recommended for staff appointments 
and hospital privileges. 


. Constant analysis and review of the clinical work done 


in the hospital. 


. Support of medical staff and hospital policies. 
. Maintenance of adequate medical records. 
. Procurement of autopsies (a minimum of 20 to 25 per 


cent of hospital deaths ). 


. Holding of necessary consultations. Except in emer- 


gency, consultation with another qualified physician shall 
be required in all first Caesarean sections and in all 
curettages or other procedures by which a known or 
suspected pregnancy may be interrupted. The same 
requirement shall apply to operations performed for the 
sole purpose of sterilization on both male and female 
patients. Included in consultations required under this 
Standard are all those which are required under the rules 
of the hospital staff. In major surgical cases in which 
the patient is not a good risk, and in all cases in which 
the diagnosis is obscure, or when there is doubt as to the 
best therapeutic measures to be utilized, consultation is 
appropriate. Obviously, judgment as to the serious 
nature of the illness and the question of doubt as to 
diagnosis and treatment rests with the physician re- 
sponsible for the care of the patient. It is the duty of 
the hospital staff through its chiefs of service and Execu- 
tive Committee to see that members of the staff do 
not fail in the matter of calling consultants as needed. 
A consultant must be well qualified to give an opinion 
in the field in which his opinion is sought. A satisfactory 
consultation includes examination of the patient and the 
record and a written opinion signed by the consultant 
which is made part of the record. When operative pro- 
cedures are involved, the consultation note, except in 
emergency, shall be recorded prior to operation. 
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B. Membership 
1. Appointment 
a. Procedure 
Staff appointments are made officially by the 
governing body. Recommendations are customarily 
made by the active staff, and in no case should a 
governing body make an appointment to the staff 
without such a recommendation. 
b. Qualifications 
Members of the staff must be qualified legally, 
professionally and ethically for the positions to 
which they are appointed. 
c. Tenure 
Limited terms of appointment are preferred but 
not required. The prevailing custom is for a term 
of one year, with reappointments continued as long 
as qualifications remain satisfactory. 
2. Categories 
The privileges of each member of the medical staff shall 
be determined on the basis of professional qualifications 
and demonstrated ability. 
a. Active Staff 
Regardless of any other categories having privileges 
in the hospital, there shall be an active staff, prop- 
erly organized, which shall perform all the organi- 
zational duties pertaining to the medical staff. These 
shall include: 


(1) Maintenance of the proper quality of all 
medical care and treatment in the hospital. 


(2) Organization of the medical staff, including 
adoption of rules and regulations for its 
government (which require the approval of 
the governing body), election of its officers, 
and recommendations to the governing body 
upon all appointments to the staff and grants 
of hospital privileges. 

(3) Other recommendations to the governing 


body upon matters within the purview of the 
the medical staff. 


b. Other Categories of the Staff 
In larger hospitals, and in some smaller hospitals, 
the medical staff may include one or more of the 
following categories in addition to the Active Staff, 
but this in no wise modifies the duties and responsi- 
bilities of the Active Staff. 


(1) Honorary Staff 
The Honorary Staff shall be former active 
Staff, retired or emeritus, and other physi- 
cians of reputation whom it is desired to 
honor. 


(2) Consulting Staff 
The Consulting Staff shall be recognized 
specialists willing to serve in such capacity. 
A member of the Consulting Staff may also 
be a member of the Active Staff, but only 
if the two appointments are made. 


(3) Associate Staff 
The Associate Staff shall be those members 
who use the hospital infrequently or those 
less experienced members undergoing a 
period of probation before being con- 
sidered for appointment to the Active 
Staff. 


(4) Courtesy Staff 
The Courtesy Staff shall be those who 
desire to attend patients in the hospital but 
who, for some reason not disqualifying, 
are ineligible for appointment in another 
category of the staff. 
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(5) Privileges of the Hospital 
Privileges of the hospital may be extended 
to other qualified physicians under the 


same conditions as apply to the Courtesy 
Staff. 


C. Organization 


1. Officers 


There shall be a President or Chief of Staff, a Vice President 
or Vice Chief, a Secretary, and such other officers as may 
be necessary for the government of the staff. These officers 
shall come from the Active Staff and shall be elected by the 
Active Staff, unless this is precluded by hospital organiza- 
tion. 

2. Bylaws 

Bylaws conforming to the principles expressed by the Joint 
Commission on Accreditation of Hospitals shall govern the 
staff. 

3. Committees 

The complexity of committee organization depends upon 
the size and composition of the medical staff of the indi- 
vidual hospital. A small staff may wish to function as a 
committee of the whole. Others may wish to combine 
committee functions in two or three committees. The struc- 
ture of committee organization is a decision to be made 
by the medical staff so long as the following required com- 
mittee functions are carried out: 


a. Executive Committee 
The Executive Committee shall co-ordinate the 
activities and general policies of the various depart- 
ments, act for the staff as a whole under such 
limitations as may be imposed by the staff, and 
receive and act upon the reports of the Medical 
Records, Tissue and such other Committees as the 
medical staff may designate. The Executive Com- 
mittee shall meet at least once a month and main- 
tain a permanent record of its proceedings and 
actions. 

b. Qualifications or Credentials Committee 
The Qualifications or Credentials Committee shall 
review applications for appointment and reappoint- 
ment to all categories of the staff. They shall de- 
lineate the privileges to be extended to the applicant 
and make appropriate recommendations to the staff. 


c. Joint Conference Committee 

The medical staff members of the Joint Conference 
Committee shall represent the staff in meetings 
with the governing body of the hospital or a com- 
mittee of that body. This Committee shall be a 
medico-administrative liaison committee and the 
official point of contact among the medical staff, 
the governing body, and the administrator. 


d. Medical Records Committee 
The Medical Records Committee shall supervise 
and appraise the quality of medical records, and 
shall insure their maintenance at the required 
standard. The Committee shall meet at least once 
a month and submit to the Executive Committee a 
report in writing which will be made a part of the 
permanent record, 
e. Tissue Committee 

The Tissue Committee shall study and report to 
the staff, or to the Executive Committee of the staff, 
on the agreement or disagreement among the pre- 
operative, post-operative and pathological diagnoses 
and on whether the surgical procedures under- 
taken in the hospital were justified or not. This 
study will also include those procedures in which 
no tissue was removed. The report to the Executive 
Committee shall be in writing on at least a monthly 
basis. 

4. Staff Meetings 

The sole objective of staff meetings is improvement in the 

care and treatment of patients in the hospital. This is 

facilitated by a thorough review and analysis of the clinical 

work done in the hospital on at least a monthly basis. 
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a. There are three patterns for medical staff me tings 
which will accomplish this purpose: 

(1) Monthly meetings of the active staff, not less 

than twelve in each calendar year. 

(2) In well organized and departmentalized hos- 
pitals, departmental conferences and clinico- 
pathologic conferences may be substituted for 
meetings of the entire staff, provided that an 
adequate review of the clinical work done in 
the hospital is covered by one or another of 
such conferences, and further provided that at 
least one meeting of the entire Active Staff is 
held during each quarter of the year. At such 
meetings a report of the review of the medical 
work of the hospital must be presented by the 
Executive Committee. In very large hospitals 
where attendance requirements are obviously 
met by departmental meetings and where 
physical facilities are not available for large 
audiences, the Commission may accept depart- 
mental meetings in lieu of meetings of the 
entire medical staff. 

(3) In hospitals where adequate review of the med- 

ical work in the hospital is carried out by the 
Medical Records and Tissue Committees, and 
appropriate study and action is taken by the 
Executive Committee on not less than a 
monthly basis, one meeting of the entire Active 
Staff must be held during each quarter of the 
year. At such meetings a report of the medical 
work of the hospital must be presented by the 
Executive Committee. 

b. Active Staff attendance shall average at each meeting 
at least 75 per cent of the active staff who are not 
excused by the Executive Committee for just cause. 
Each active staff member shall attend 75 per cent of 
staff meetings unless excused by the Executive Com- 
mittee for just cause. 

c. In addition to matters of organization, the programs 
of such meetings must include a report of the Exec- 
utive Committee and be limited largely to the review 
of current or recent cases in the hospital. Scientific 
programs not associated with the work of the hospital 
do not meet this requirement. 


d. Business or other executive sessions of the staff shall 
be conducted by the Active Staff and other categories 
of the staff may be excluded, 

e. Adequate minutes of all meetings shall be kept. 


— 


D. Departmentalization 


Division of the staff into services or departments to fulfill 
medical staff responsibilities promotes efficiency and is 
recommended in general hospitals with 75 or more beds. 
Functional division of the medical staff into more than the 
minimal medical and surgical services is frequently desirable 
in larger hospitals. It is necessary that each autonomous 
service or department be organized and function as a unit. 
The following are considered minimal. 


1. Personnel 

Personnel of each service or department shall be qualified 
by training and demonstrated competence, and shall be 
granted priviliges commensurate with their individual 
abilities. 

2. Chief of Service or Department 

The chief of service or department shall be the member of 
the service or department best qualified by training and 
experience, and demonstrated ability for the position. He 
shall be responsible for the general character of the pro- 
fessional care of the patients on his service or department, 
and make recommendations as to qualifications of its 
members. His duties shall also include recommendation to 
the administrator as to the procurement of drugs, supplies, 
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instruments, and equipment to insure maximum benefit to 
the patient. Additional duties of the chief of service or 
department shall include the following: 


a. Surgical—Recommendations as to sterile procedures 
and operating room policies. 
b. Obstetrical 


(1) Supervision of care of newborn, if there is no 
organized service responsible for the nursery; 


(2) Recommendations as to sterile procedures and 

delivery room policies. 
c. Clinical Laboratory 

(1) Participation in staff and departmental meet- 
ings; 

(2) Reporting upon all specimens examined, and 
maintaining a duplicate file of these reports in 
the department. This includes all tissues re- 
moved in the hospital. 

d. X-Ray Department 

(1) Participation in staff and departmental meet- 
ings; 

(2) Reporting upon all examinations and treat- 
ments, maintaining a duplicate file of these 
reports in the department; 


(3) Insuring that safety precautions as to radiation 
and fire are observed strictly. 


3. Conferences 


Each service or department should have frequent, periodic 
conferences, attended by all its members, to consider 
clinical and organizational problems peculiar to the service. 
Records of these meetings shall be kept, become part of the 
records of the medical staff, and be available for inspection. 
E. Departments which may be maintained 

1. Anesthesia 
The organization of the Department of Anesthesia shall be 
comparable to that of the other services of the medical staff. 
In addition, there shall be required in every case: 

a. Preanesthetic physical examination with findings 

recorded; 
b. Anesthetic record on special form; 
c. Postanesthetic follow-up, with findings recorded. 


2. General Practice Department 


A Department of General Practice shall be an organized 
segment of the medical staff comparable to that of other 
staff departments with the following modifications: 


a. The responsibilities of this department shall be limited 
to administration and education. It shall not be a 
clinical service and no patients shall be admitted to 
the department. If and when desirable, however, the 
department may be made responsible for conducting 
the outpatient clinic in whole or in part. 


b. Since the Department of General Practice will not 
have a separate service, the members of the General 
Practice Department shall have privileges in the clini- 
cal services of the other departments in accord with 
their experience and training, on recommendation of 
the Credentials Committee. In any service in which 
any general practitioner shall have privileges, he shall 
be subject to the rules of that service and subject to 
the jurisdiction of the chief of the clinical service 
involved. 

c. The medical staff should give to the General Practice 
Department such administrative responsibilities in the 
conduct of medical affairs as are desirable to meet the 
needs of the hospital. 

3. Rehabilitation Department 

The organization of the Rehabilitation Department shall be 
comparable to that of other departments of the hospital. 

4. Outpatient Department 

The Outpatient Department shall be organized into sections 
(clinics ) the number of which shall depend on the degree of 
departmentalization of the medical staff, available facilities, 
and the needs of the community. 
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a. Organization and Personnel 
There shall be such professional and non-pro- 
fessional personnel as are required for efficient 
operation. 

b. Facilities 
Facilities shall be provided to assure the efficient 
operation of the department. 


c. Medical Records 
Medical records shall be maintained, and correlated 
with other hospital medical records. 


d. Conferences 
Conferences, both departmental and interdepart- 
mental, shall be conducted to maintain close liaison 
between the various sections within the department 
and with other hospital services. 


5. Dental 


The dental staff shall conform in general to standards estab- 
lished for the medical staff. In addition: 

a. Members of the dental staff must be qualified legally, 
professionally and ethically for the positions to which 
they are appointed. 

b. Patients admitted for dental services shall be admitted 
on a surgical service and shall be the responsibility of 
the chief of that service. 

c. Adequate medical survey by a member of the medical 
staff shall be done on each patient before dental sur- 
gery. Indicated consultations shall be held in compli- 
cated cases. 


III. NURSING DEPARTMENT 


Adequate care of the hospital patient requires well-organized 
and efficient nursing. All hospitals must meet the following 
requirements for accreditation: 


A. Functions and Responsibilities 

Nursing care for all patients is a primary responsibility of the 
nursing department, which must function in close relationship 
with other services of the hospital, both administrative and 
professional. This requires the establishment of a departmental 
plan of administrative authority with a definite outline of 
responsibilities and duties for each category of nursing person- 
nel. This shall deal not only with patient care, but also with 
the educational responsibilities of the nursing department. 
Adequate nursing service must also be provided for the sur- 
gical suite, delivery rooms, clinics and other services of the 
hospital in keeping with the size and degree of activity. 


B. Personnel 

Personnel engaged for administrative or professional duties 
must be qualified by training and experience, and demonstrated 
ability for their assignments. All hospitals must provide nursing 
personnel to meet the following minimum requirements: 


1. Director of Departments. 

2. Assistant to the Director for evening and night services. 

3. Department or floor supervisors. 

4. An adequate number of professional nurses and ancillary 

personnel for bedside care. 

Nurses assigned to care for obstetrical patients and the new- 
born must not have other duties which may create danger of 
infection being carried to this service. 


C. Records 
Adequate records shall be maintained. 


D. Departmental Meetings and Conferences 

Meetings of the nursing staff, or of each department staff, 
shall be held at least monthly for discussion of nursing prob- 
lems related to care of patients and administration. 


Key Questions Considered by Committee 


The Committee reviewed many facets of the problem of 


hospital accreditation. Following are a number of the key ques- 
tions considered: 
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A. Should accreditation be continued? The Committee as well 
as all of those persons interviewed unequivocally are of the defi- 
nite opinion that hospital accreditation should be continued. 


B. Commission Membership: Although it might be advan- 
tageous to limit the membership of the Joint Commission to the 
Americal Medical Association alone or to the American Medical 
Association and the American Hospital Association, historic, 
legal, and other considerations have brought the Committee to 
the conclusion that it would be advisable to maintain the present 
representation. Admission of other organizations is a matter for 
the Joint Commission to consider, but the Committee believes 
the present representation is adequate. This Committee recom- 
mends that the American Medical Association representation al- 
ways include at least one general practitioner, as has been custom- 
ary in the past. The Committee also recommends that the other 
representatives of the American Medical Association continue to 
be rotated among the various specialties. 

C. Activities of the Commission: (1) Should the Commission 
“punish” hospitals which discriminate against general practi- 
tioners? The Commission is not a punitive organization. It is 
set up “. . . to create in the hospital an environment which will 
assure the best possible care of the patient.” 


While the Commission has been blamed for some of the rejec- 
tions of applications for staff appointments, it is the hospital 
board itself which approves or disapproves the appointment on 
the recommendation of the staff. 

The Committee calls attention to the fact that in some areas 
staff appointments are based on board accreditation or member 
ship in specialty societies. The Committee strongly believes that 
these appointments should be based solely upon the physician’s 
professional ability and ethical conduct without regard to his 
classification as a general practitioner or a specialist. 

The Committee supports the stand of the Commission as 
published in section II-E-2 of the “Standards for Hospital Ac- 
creditation.” This states, “A Department of General Practice shall 
be an organized segment of the medical staff comparable to that 
of other staff departments with the following modifications: 

“a. The responsibilities of this department shall be limited to 
administration and education. It shall not be a clinical service and 
no patients shall be admitted to the department. If and when 
desirable, however, the department may be made responsible for 
conducting the outpatient clinic in whole or in part. 

“b. Since the Department of General Practice will not have 
a separate service, the members of the General Practice Depart- 
ment shall have privileges in the clinical services of the other 
departments in accord with their experience and training, on 
recommendation of the Credentials Committee. In any service in 
which any general practitioner shall have privileges, he shall be 
subject to the rules of that service and subject to the jurisdiction 
of the chief of the clinical service involved. 

“c. The medical staff should give to the General Practice De- 
partment such administrative responsibilities in the conduct of 
medical affairs as are desirable to meet the needs of the hospital.” 

The Committee again invites attention to the fact that appoint- 
ments are made by the Board of the individual hospital on recom- 
mendation of the staff—not by the Joint Commission on Accredi- 
tation of Hospitals. It is the Board and staff which are responsible 
in each local situation. 

(2) Is there a method of “appeal”? Yes, Article III, Section 8 
of the bylaws states, “Hospitals which fail to receive initial 
accreditation or re-accreditation, or whose accreditation is re- 
voked, shall, upon written request, be entitled to a hearing 
thereon before the Board of Commissioners or a subcommittee 
thereof designated by the Board for that purpose.” 

The Committee is of the opinion that there is misunderstand- 
ing by hospitals concerning procedure to be followed if accedita- 
tion is denied or withdrawn. If deficiencies admittedly exist and 
are the reason for denying or withdrawing accreditation, the hos- 
pital may request a re-survey when the deficiencies have been 
corrected. This is in no sense an appeal. If a hospital is denied 
accreditation, or it is withdrawn, and the hospital believes the 
reason for that action is not based on a proper survey or a proper 
evaluation of facts by the Joint Commission, it may ask the Com- 
mission to reconsider its actions. This is in the nature of an appeal 
and is provided for as noted in the above quotation. 
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When a hospital fails to receive accreditation, or accreditation 
is withdrawn, the Committee believes that the Joint Commission 
should simultaneously notify the administrator of the hospital 
and the chief of staff of the right to and the method of appeal 
of the decision. 

(3) Should there be a final court of appeal higher than the 
Commission? The Committee has discussed the question of 
whether there can be an appeal to a body higher than the Joint 
Commission, but because of the organization of the Joint Com- 
mission, believes it is not feasible. 

(4) Should the Commission report the results of a survey to 
the staff as well as the administrator? The Committee recom- 
mends that copies of the final report on the survey of the hospital 
which has been surveyed must be sent to both the administrator 
and the chief of staff of the hospital. 

(5) Is the Joint Commission an autonomous body? Yes. 

(6) Do the American Medication Association members on the 
Commission act as individuals or as representatives of the Associa- 
tion? They act as representatives of the American Medical Asso- 
ciation. The Committee requests that the Board of Trustees of 
the American Medical Association include in its annual report to 
the House of Delegates a report on the activities of the Joint 
Commission. 

D. Activities of Surveyors: (1) Should surveyors be employed 
entirely by the Commission? The present method of employing 
surveyors by each member organization promotes confused lines 
of authority, conflicting interests and loyalties, and administra- 
tive inefficiency; therefore the Committee recommends that the 
surveyors be employed by and be responsible to the Joint Com- 
mission. Attention is invited to the fact that the Joint Commis- 
sion is not concerned with residencies and internship approval, 
which the American Medical Association will continue to survey. 

(2) Should the surveyor have a joint meeting with staff or its 
representatives and the administrator after his survey? It should 
be mandatory that the field representative be accompanied by the 
administrator and a representative of the staff at the time of the 
survey. Further, he should meet with the administrator and the 
executive committee of the staff or its representatives following 
the survey for a review of the findings. 

(3) Should new surveyors be better indoctrinated? The Com- 
mittee believes that there should be closer liaison between the 
Joint Commission and its field representatives. They should be 
more adequately trained and immediately informed as to changes 
and interpretations in surveying procedures; they should be in- 
structed to create excellent public relations understandings 
between the Commission, the profession, the hospital, and its 
personnel. Further, the surveyors should be indoctrinated with 
the ideas and ideals of the medical profession and the function of 
the hospital and its place in the community. The Committee be- 
lieves that these objectives will be better accomplished when all 
surveyors are employed and supervised by the Joint Commission. 

E. Staff Meetings and Attendance: Should the number of staff 
meetings and attendance be regulated by the Joint Commission? 
The Committee approves of the type and of the number of staff 
meetings laid down in the regulations of the Joint Commission, 
but it is of the opinion that compulsory attendance should not 
be required by the Commission but should be left to the discre- 
tion of the local staff. 

F. Miscellaneous: (1) Should the American Medical Associa- 
tion accredit professional functions and the American Hospital 
Association administrative? After thorough study the Committee 
does not believe administrative and professional functions in ac- 
creditation can be separated but believes accreditation of the hos- 
pital should be done by the Joint Commission and accreditation 
of internship and residency programs should continue to be the 
function of the American Medical Association through its Council 
on Medical Education and Hospitals. 

(2) Should there be physician representation on administra- 
tive bodies of the hospitals? 

The Committee has reviewed the Report of the Joint Commit- 
tee on Hospital-Psysician Relationships of the boards of trustees of 
the American Medical Association and American Hospital Asso- 
ciation dated June, 1953. This statement suggests several methods 
by which the medical staff may have access to the hospital 
governing board including voting representation by members of | 
the medical staff on the board. This Committee believes that it is 
desirable to have such staff representation on the governing 
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bodies of hospitals and recommends that the Joint Commission 
encourage such representation. The Committee also urges medi- 
cal staffs to request their boards of trustees to accept a medical 
member even if he serves only as a non-voting member. 

(3) Should Blue Cross and other groups withhold payment 
from non-accredited hospitals until the Commission has had time 
to survey ail hospitals? The Committee believes it should be 
made clear that any decision to pay claims or benefits, either in 
full or in part, depending on the accreditation of a hospital is an 
independent decision of Blue Cross and other groups. This de- 
cision cannot and should not be dictated or influenced by the 
Joint Commission. 

The Committee is informed that the Joint Commission has not 
been able to inspect and accredit all hospitals seeking accredita- 
tion. It is reasonable to expect, however, that this will be accom- 
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(5) Should the Commission be concerned about the number 
of staffs to which any physician belongs? The Committee feels 
that staff membership in individual hospitals is a personal privi- 
lege and is of no concern to the Commission. 

(6) Do the rules of the Commission discriminate against 
smaller hospitals? No, but it is recommended that the Commis- 
sion give serious consideration to establishing standards which 
may vary depending upon the size of the hospital. Each hospital 
should be judged on its own merits and efficiency, regardless of 
size. 

(7) Should a general practice section of a hospital be recog- 
nized? The Committee feels that the section on general practice 
in a hospital can-never be clinical in nature because it is a part 
of the whole staff. However, as pointed out in Article V, Section 2 
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plished in good time. The Committee is confident that Blue Cross 
and other groups will take into consideration the practical prob- 
lems associated with the accreditation program so as not to work 
inequity on their subscribers. 

(4) Should there be an educational campaign to acquaint the 
profession with the function rules and regulations of the Joint 
Commission on Accreditation of Hospitals? The Committee 
recommends that the American Medica] Association conduct an 
educational program within the profession to inform its member- 
ship of the purposes of the Joint Commission. 

The Committee recommends that each county medical society 
seriously consider devoting one meeting during the course of the 
year to a discussion of this particular problem and recommends 
that the state associations incorporate a symposium on this sub- 
ject in their annual meeting programs. 


‘ 











of the “Principles for Establishing Medical Staff By-Laws, Rules 
and Regulations—May, 1955,” “A department of general practice 
may be organized. It is to be administrative and educational in 
function only. Patients admitted by members of this department 
will be admitted to the appropriate clinical department.” 

(8) Should the Joint Commission concern itself with questions 
of illegal or unethical contracts between hospital and physicians? 
Yes. The Commission in accomplishing its objective of assuring 
the best possible medical care of the patient must concern itself 
with every practice which prevents the patient from receiving 
the best possible care. 

In the opinion of the Committee the existence of such practices 
must be determined at local level because the laws of the several 
states are not uniform. The effect of particular questioned prac- 
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tics should best be discussed by the field representative, the 
chief of staff, and the administrator at the joint meeting of these 
parties recommended in paragraph D. (2) above. 

(9) Should the American Medical Association hold educa- 
tional meetings to correlate the functions of the hospital Board of 
Trustees, the hospital administrator and the professional staff? 
Insofar as hospitals were established to provide the best possible 
care for the patient it is incumbent upon the American Medical 
Association to further these ideals at every opportunity. The 
Committee recommends that the American Medical Association 
hold annual national or regional educational meetings for this 
purpose. 

Conclusions 


1. Accreditation of hospitals should be continued. 

2. The Joint Commission should maintain its present organiza- 
tional representation. 

3. The Board of Trustees should report annually to the House 
of Delegates on the activities of the Joint Commission. 

4. Physicians should be on the administrative bodies of 
hospitals. 

5. General practice sections in hospitals should be encouraged. 

6. Staff meetings required by the Joint Commission are accept- 
able, but attendance requirements should be set up locally and 
not by the Commission. 

7. The Joint Commission should not concern itself with the 
number of hospital staffs to which a physician may belong. 

8. The Joint Commission is not and should not be punitive. 

9. The Joint Commission should publicize the method of ap- 
peal to hospitals that fail to receive accreditation. 
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Report of Committee to Review the Functions of the Joint 
Commission on Accreditation of Hospitals.—Your reference com- 
mittee received abundant advice regarding the general subject 
reported by the able Committee to Review the Functions of the 
Joint Commission on Accreditation of Hospitals, Dr. Wendell C. 
Stover, Chairman. It reviewed the content of the resolutions 
introduced at the 1955 Annual and Clinical Meetings, the two 
reference committees’ reports related thereto, the Bylaws of the 
Commission, and two editions of the Standards for Hospital Ac- 
creditation published Dec. 5, 1953, and Jan. 28, 1956. Your com- 
mittee believes that all of the questions raised in the 1955 resolu- 
tions have been answered adequately by this special committee, 
either directly or by obvious implication. Your reference com- 
mittee notes with approval that the Speaker wisely selected sev- 
eral distinguished members of the House who had introduced 
these resolutions to serve on the study committee whose report is 
now before you. 

The special committee outlines its procedures, the history of 
the Joint Commission and its structure. The current edition of 
the Standards for Hospital Accreditation is reprinted in the re- 
port. This material is informatory and requires no action. The 
special committee then notes certain key questions, together with 
some relevant discussion, and concludes with seventeen recom- 
mendations. 

It was established at the outset of the hearing that the Stand- 
ards for Hospital Accreditation are not a part of the special com- 
mittee’s report, except those sections quoted in the body of that 
report. Accordingly, your reference committee recommends that 
these Standards be included as an appendix in future publica- 
tions. 


MEDICAL STAFF MEETINGS REQUIRED FOR ACCREDITATION 





Choice Meeting When Held Required Attendance * Purpose and Program Conditions 
a Medical Staff Monthly and not 75 per cent of active Review and critical evalua- Suitable in smaller hos- 
less than 12 meet- staff tion of the clinical work pitals 
ings in each cal- in the hospital; report of 
ender year committees 
2. ( Staff Departments Monthly or more 75 per cent of active Review and critical evalua- | 
frequently members of depart- tion of work of depart- May be substituted for (1) 
ment ments monthly staff meeting 
when hospital is well 
+ Medical Staff Quarterly 75 per cent of active Report of medical work for organized and all medi- 


staff 


3. { Medical Records & Monthly or more 
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75 per cent of mem- 


Tissue Committees frequently bers of committees 
or Audit Com- 
mittee 
Executive Com- Monthly 75 per cent of mem- 
d mittee bers of committee 
Medical Staff Quarterly 


75 per cent of active 
staff 


cal work is covered in 
departmental meetings 
and CPC's 


preceding quarter presented 
by representatives of de- 
partments or by executive 
committee 

Review of all medical work 
in hospital, as stated in 
assignment of committee 
functions 


Xv 


May be substituted for (1) 
monthly staff or depart- 
mental meetings when 
hospital is well organized 
and all medical work is 
covered in committee con- 
ferences, and reports pre- 
sented to staff 


Appropriate study and action 
on reports of medical rec- . 
ords and tissue committees 
or of Audit Committee 


Report of medical work for 
preceding quarter presented 
by executive committee to 
medical staff J 








10. Reports on surveys should be sent to both administrator 
and chief of staff of hospjtal. 

11. Surveyors should be directly employed and supervised by 
the Joint Commission. 

12. Surveyors should work with both administrator and staff. 

13. New surveyors should receive better indoctrination. 

14. Blue Cross and other associations should be requested not 
to suspend full benefits to non-accredited hospitals until those 
so requesting have been inspected. 

15. The American Medical Association should conduct an edu- 
cational campaign for doctors relative to the functions and opera- 
tions of the Joint Commission. 

16. The Committee also suggests that the Americal Medical 
Association and the American Hospital Association encourage 
educational meetings for hospital boards of trustees and adminis- 
trators either on state or national levels to acquaint these bodies 
with the functions of accreditation. 

17. This Committee asks to be discharged upon submission of 
this report to the House of Delegates. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. George S. Klump, Chairman, Pennsylvania, submitted the 
following report, which was adopted: 


* Members may be excused by the executive committee for exceptional conditions such as sickness, absence from the community or medical emergencies. 


Your reference committee has carefully considered all of the 
key questions considered by the special committee and its seven- 
teen conclusions, both for a two hour period at the hearing and 
in the preparation of this report with the assistance of legal 
counsel. 

Your reference committee agrees with Question A, that ac- 
creditation should be continued. 

Your reference committee agrees with B, that the present repre- 
sentation on the Joint Commission is adequate. 

In the course of the discussion a statement was submitted by 
Dr. John S. DeTar to be inserted after the third full paragraph 
under “C. Activities of the Commission.” The special committee 
agreed that this statement, based on certain of the Standards for 
Hospital Accreditation would strengthen the report. These stand- 
ards are II-B-2 and II-D-1. The statement follows: 

The Committee recommends that the commissioners to the 
Joint Commission on Accreditation of Hospitals appointed by the 
Board of Trustees of the American Medical Association urge that 
Commission to study: 

1. The problems of the exclusion from hospitals and arbitrary 
limitation of the hospital privileges of the general practitioner; 
and . 

2. Methods whereby the following stated principles may be 
achieved: 
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The privileges of each member of the medical ‘staff shall be 
“determined on the basis of professional qualifications and 
demonstrated ability.” 

Personnel of each service or department shall be qualified by 
training and demonstrated competence, and shall be granted 
privileges commensurate with their individual abilities. 

Your reference committee agrees with the addition of this 
statement to the special committee’s report. 

With this addition, the reference committee agrees with the 
comments of the Committee in section C. 

The Committee makes several important suggestions in “D. 
Activities of Surveyors.” The attention of the House is specifically 


directed to the method of employment of surveyors recom- 


mended, and to the fact that the American Medical Association 
will retain full responsibility for approval of internships and resi- 
dency programs. 

The reference committee heartily endorses the abolition of 
compulsory attendance at staff meetings, as recommended in sec- 
tion E. 

The reference committee wishes to emphasize the importance 
of the recommendations in section F that there be medical staff 
representation on the governing boards of hospitals and that the 
Joint Commission concern itself with illegal or unethical con- 
tracts. These recommendations should lead to better understand- 
ing and clarification of the Standards as applied to hospital-physi- 
cian relationships. Your reference committee believes that the 
other recommendations are eminently sound. 

Your reference committee congratulates the members of the 
special committee for the painstaking work and great ability indi- 
cated by the clear and concise conclusions. It is the reference 
committee’s opinion that further comment by it would be super- 
fluous, for surely the conclusions speak for themselves. Your 
committee believes that the Committee to Review the Functions 
of the Joint Commission on ‘Accreditation of Hospitals has per- 
formed a very difficult task superbly, that its conclusions are in 
the public interest, and that their implementation will result in 
the best possible medical care of the patient. In recommending 
the approval of the conclusions, your reference committee under- 
stands that it is also recommending the discharge of the Com- 
mittee, and this should be done only with the sincere thanks of 
the House of Delegates. 


Report of Continuing Committee on Medical Practices 


Dr. Warde B. Allan, Chairman, presented the following interim 
report, which was referred to the Reference Committee on Insur- 
ance and Medical Service: 

The House of Delegates in November, 1955, considered four 
resolutions: Resolution No. 11 on Creation of a Medical Practices 
Committee; Resolution No. 12 on Creation of Permanent Com- 
mittee on Medical Practices; Resolution No. 20 on Report of 
Board of Trustees on Report of Committee on Medical Practices; 
and Resolution No. 28 on General Practice. These were intro- 
duced by Drs. Lester D. Bibler, Section on General Practice; 
Wendell C. Stover for the Indiana delegation; John S. DeTar for 
the Michigan delegation; and Kenneth C. Sawyer of Colorado, 
respectively. Since all of these resolutions dealt with the same 
subject, each emphasizing some special phase, the Reference 
Committee on Insurance and Medical Service submitted a sub- 
stitute resolution, which was adopted by the House of Delegates. 
This substitute resolution created a Continuing Committee on 
Medical Practices consisting of five members of the House ap- 
pointed by the Speaker, three of whom were to be general prac- 
titioners. The Speaker of the House has appointed this Com- 
mittee, and two meetings have been held to undertake to plan 
the work of the Committee. 

The resolution creating the Committee dealt primarily with 
general practice and with the relationship of medical and diag- 
nostic services to surgical services, and much of the thought back 
of these resolutions came from the report of the Committee on 
Medical Practices presented to the House of Delegates in June, 
1955. In view of this, the first task has been to review the report 
of the Committee on Medical Practices and to ascertain what 
might be the best approaches to the questions and the problems 
raised both in that report and in the resolution itself. In carrying 
out this step it is the intention of this Committee to interview all 
persons who may have a contribution to make and to seek advice 
from those who have a special interest in this subject. 
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As the Committee progresses in its work, reports on its findings 
and recommendations will be made to the House of Delegates in 
the same manner as is now followed by other committees and 
councils of the Association. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 


Dr. John K. Glen, Chairman, Texas, read the following report, 
which was adopted: 

Report of Continuing Committee on Medical Practices.—Your 
reference committee recommends the acceptance of this progress 
report for the information of the House. 


Special Report of the Judicial Council 


Dr. Homer L. Pearson, Chairman, presented the following 
report, during the reading of which the House of Delegates rose 
in tribute to Dr. Walter F. Donaldson. The report was referred 
to the Reference Committee on Amendments to the Constitution 
and Bylaws. 

Dr. CuUNNIFFE 


Since the Boston meeting of the House of Delegates, the mem- 
bers of the Judicial Council have been saddened at the news of 
the death of Dr. Edward R. Cunniffe, who retired as Chairman of 
the Council in June, 1954. Dr. Cunniffe was appointed a member 
of the Council in 1936 and was elected chairman in 1944. During 
these years he worked diligently and devotedly to fulfill the re- 
sponsibilities of an office which he believed concerned medicine 
first and foremost. Convinced of the integrity and high moral 
character of the physician, he expected the highest regard for 
and observance of the Principles of Medical Ethics. He refused 
to recognize or accept efforts to carve exceptions to the Principles, 
which he conscientiously believed were binding on all who 
entered the profession of medicine. 

He steadfastly maintained his beliefs during troubled times 
which included the period of recovery after a severe economic 
depression and the unsettled years of World War II. When the 
Association gave consideration in 1948 and 1949 to a revision of 
its Principles of Medical Ethics, Dr. Cunniffe was acknowledged 
to be the authority on medical ethics. He gladly accepted the 
obligations of his office and contributed his full share as a mem- 
ber of his profession and of this Association to maintain medi- 
cine’s high ideals. 

Dr. DoNALDSON 


Since our arrival in Chicago, it has been called to our atten- 
tion that Dr. Donaldson has asked to be allowed to retire from 
the Judicial Council after this session. The Council has received 
this news with regret. 

Dr. Walter F. Donaldson, known and loved by all of us, has 
served medicine for many years in many capacities, not the least 
of which have been as editor of the Pennsylvania Medical 
Journal and as a member of this House of Delegates. More im- 
portant to us, however, has been his service to the American 
Medical Association, which has been without equal. He was — 
appointed to the Judicial Council in 1931 and has served con- 
tinuously and faithfully in this office for 25 years. His contribu- 
tions to the Association, both in length of time and in quality, 
are without precedent. More than an elder statesman, he has 
become a giant among us in matters pertaining to the Consti- 
tution, Bylaws, and Principles of Medical Ethics of the Asso- 
ciation. Always informed and attentive, considerate and pa- 
tient, possessed of mature judgment and wide experience in 
medical affairs, he became the keystone of the Judicial Council. 
Admittedly, we cannot replace him, but we can emulate the ex- 
ample he leaves us. He has earned his place in the heart of this 
Association and he deserves a much needed rest. 

The Association and the members of the Judicial Council in 
particular take this opportunity to express their love and respect 
to a truly great man for a lifetime of service. 


PRINCIPLES OF MeEpiICcAL Eruics 
Subsequent to the Boston meeting, the Judicial Council, as 


directed by the House of Delegates, met jointly with the 
Council on Constitution and Bylaws to consider a proposed re- 








Vol. 162, No. 5 


vision of the Principles of Medical Ethics. Later, two members 
of each Council conferred to give further consideration to this 
matter. A draft of a proposed revision of the Principles was pre- 
pared which was submitted to the Judicial Council for consider- 
ation. This draft, a short form of the Principles, was accepted 
by the Judicial Council as representing an expression of prin- 
ciples which may be utilized by the physician in his sincere 
endeavor to serve his patient, the profession, and himself in 
accord with the high ideals of medicine. 

From time immemorial, the Judicial Council in its reports to 
this House of Delegates has stated that the Principles of Med- 
ical Ethics are principles. The Council has repeatedly empha- 
sized that they are, as their preamble clearly states, “intended 
to serve the physician as a guide to ethical conduct as he strives 
to accomplish his prime purpose of serving the common good 
and improving the health of mankind.” 

The Judicial Council would point out that in society, and in 
our organization as well, some conduct by its very nature is rec- 
ognized as wrong, as contrary to the conscience of all. Other 
conduct, however, though not necessarily wrong in itself, may be 
proscribed to ensure safety, security, or well-being for the 
whole group. Murder is acknowledged to be wrong in itself. 
Driving on the left-hand side of the street is not wrong in it- 
self but is contrary to law enacted to ensure safety by uniform- 
ity of conduct. Were the law by some wild stretch of the imagi- 
nation to be amended to legalize murder, our conscience would 
revolt. Were the law to be changed to alter our pattern and 
custom of driving, from one side of the road to the other, our 
conscience would not thereby be affected. 

Our Principles of Medical Ethics, if they are to be principles 
and if they are to be guides, must, in the opinion of the Judi- 
cial Council, relate to and concern themselves with funda- 
mentals. They should express universal, permanent truths about 
which consciences do not disagree. They must be expressed 
with all the clarity that man can manage. The Principles of 
Ethics must avoid entering the realm of proscribing or permit- 
ting, by specific direction, acts which in themselves are not 
basically concerned with ethics or which are desirable or un- 
desirable according to the social or economic circumstances of 
time, place, or custom. 

As the Principles depart from fundamental ethical principles 
and encompass regulations to govern particular conduct, they 
become a code of laws. When the Principles become particular, 
it is inevitable that the nature of conduct is evaluated in rela- 
tion to the Principles. Even today we are approaching that 
situation, and we hear it said that an act is not unethical be- 
cause it is not prohibited by the Principles of Medical Ethics of 
the American Medical Association. A statement to that effect is 
incorrect. Conduct is ethical or unethical according to basic, 
unchanging principles. The Principles merely enunciate those 
basic, unchanging principles. The Principles of Medical Ethics, 
if they are worthy of the name, do not in themselves or of 
themselves make any act ethical or unethical. They announce a 
principle from which it may be reasoned that a particular act 
is ethical or from which a conclusion may be reached to deter- 
mine the nature of a specific action. 

The Judicial Council has maintained that ethical principles 
are founded in conscience, and the object of ethics is to know 
the rightness or wrongness of conduct according to conscience 
and reason. The principles upon which our ethics are based are 
permanent and universal. They are known, in conscience, to all 
honorable practitioners of medicine. The interpretation and 
application of these fundamental truths may vary, but the prin- 
ciples remain constant. 

The Judicial Council hopes that the House of Delegates will 
see fit to adopt a revision of the Principles of Medical Ethics 
which includes only those fundamental concepts of ethics which 
guided our forebears and will be acknowledged by our suc- 
cessors; that the House will adopt a revision of the Principles 
of Medical Ethics which, in format, will be as permanent as the 
talents of this Association can make it. 

The Judicial Council can and does endorse the revised draft 
of the Principles of Medical Ethics submitted by the Council 
on Constitution and Bylaws. Furthermore, the Judicial Council 
recognizes that if this proposal or one similar to it is adopted by 
the House, certain interpretations concerning its application will 
be desirable to insure the preservation of our ethical traditions. 
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Should the new version be adopted, the Judicial Council is 
ready and pledges itself to prepare interpretations and annota- 
tions of ethical concepts in keeping with the tenor of our pres- 


ent code. 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND BYLAWS 


Dr. Jay J. Crane, Chairman, Section on Urology, submitted 
the following report, which was adopted: 

Report of Judicial Council Relative to Dr. Donaldson and 
Dr. Cunniffe.—That portion of the report of the Judicial Council 
which pertains to the retirement of Dr. Walter F. Donaldson 
was read and was accepted with the same reluctance as ex- 
pressed by members of the Judicial Council and all members of 
the House of Delegates. 

Your reference committee read with deep sorrow the an- 
nouncement of the death of Dr. Edward R. Cunnffe, the retired 
chairman of the Judicial Council, and approved of the tribute 
rendered to him in the special report of the Judicial Council. 


Report of Council on Medical Education and Hospitals 


The report of the Council on Medical Education and Hos- 
pitals (see THE JouRNAL, May 12, 1956, page 159) was pre- 
sented by Dr. Victor Johnson, member of the Council, and was 
referred to the Reference Committee on Medical Education and 
Hospitals. 


REPORT OF REFERENCE COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. George S. Klump, Chairman, Pennsylvania, read the fol- 
lowing report, which was adopted: 

Report of the Council on Medical Education and Hospitals.— 
Your reference committee has evaluated all of the statements 
presented at its hearing and has reviewed considerable mate- 
rial previously published relating to the Council's report, name- 
ly; the creation of a Cooperating Committee on Graduates of 
Foreign Medical Schools. 

The Proceedings of the House of Delegates for the Annual 
Meeting in 1954 contains a supplementary report from the 
Board of Trustees, lettered O, which gives the conclusions of 
a special committee, chaired by Dr. Thomas P. Murdock, on 
this subject. Resolutions introduced at the 1954 session bearing 
on this matter were Nos. 27, 38, and 54, introduced by Drs. 
English, Foster, and Barker, respectively. A further discussion 
was presented at the Annual Congress on Medical Education 
and Licensure in 1955 and again this year. All of this material 
has been reviewed. 

With this background in mind, your committee has studied 
the Council’s present report thoroughly. Its primary objective 
is “to devise an effective mechanism for measuring educational 
attainment in the absence of intimate and continuing knowledge 
of the educational background of foreign-trained physicians.” 
When implemented, this proposal will insure a proper level or 
standard for medical care everywhere in this country. 

The program has been detailed under the general headings 
of: Basic Requirements; Examination for Factual Knowledge in 
Medicine; Administrative Planning. 

Your committee agrees fully with both the details and the 
general views so well expressed in this report. Further, it is 
noted with satisfaction that the Board of Trustees has approved 
it in principle. The method of financing this program indicates 
that it may become self-supporting. Whether or not this proves 
to be true, your committee believes that a reasonable expendi- 
ture of the Association’s funds is fully justified for this purpose. 

This report culminates two and a half years of effort by the 
Council, indicating again its sincere desire to serve the public 
interest. It is to be commended for this detailed study and for 
its objective recommendations. 

Your reference committee recommends that the House of 
Delegates approve in principle the program proposed in. the 
report. 

Report of the Council on Medical Service 


Dr. Joseph D. McCarthy, Chairman, presented the following 
report of the Council on Medical Service, which was referred 
to the Reference Committee on Insurance and Medical Service: 











502 PROCEEDINGS OF THE CHICAGO MEETING 


PrIVATE PRACTICE By 
MeEpIcAL ScHooL FACULTY MEMBERS 


The Committee on Medical and Related Facilities, Dr. Wil- 
lard A. Wright, Chairman, a committee of the Council on 
Medical Service, has been working during the past year on a 
study of private practice by medical school faculty members. 
This has not been an easy task. Difficult situations exist in 
some areas, bringing about adverse publicity as well as strong 
partisan reactions. 

The Committee has received the finest cooperation from 
officers of state medical associations, local medical societies, 
and deans of the medical schools. It has also had assistance 
from an Advisory Committee, Dr. Henry B. Mulholland, Chair- 
man, composed of representatives from the Council on Medi- 
cal Education and Hospitals, the Association of American 
Medical Colleges, and the American Hospital Association. 

The report of this Committee, as reviewed and revised by 
the Council on Medical Service, has been prepared in two 
sections for the convenience of the delegates. One section is 
concerned with the study or survey itself and provides a wealth 
of facts and opinions from medical association and medical 
society officers and medical school deans on private practice 
by medical school faculty members. This, the second section, 
is devoted to the conclusions and recommendations of the 
Council on Medical Service and its Committee on Medical and 
Related Facilities. 

This is a long and detailed report, built upon a thorough 
study concerning a controversial subject which it is hoped 
will be resolved in the near future. In view of this, the Council 
would like, at this time, to submit the results of the detailed 
survey and the conclusions and recommendations to the House 
of Delegates for study during the coming months and for 
action at the 1956 Interim Session of the House. 

This does not preclude discussion of the conclusions and 
recommendations by a House reference committee at this time. 
However, should this procedure be decided upon, the Council 
would respectfully suggest that such procedure be considered 
only preliminary and for the benefit of the American Medical 
Association and its component and constituent societies and 
associations. A time lapse should give all who are concerned 
with the problem an opportunity for a full review of their 
own particular situation before final action. 


_CONCLUSIONS AND RECOMMENDATIONS 


In this survey it was found that to a varying degree con- 
troversy exists between medical schools and the physicians in 
private practice, as is alleged in the Culpepper resolution, and 
that, when the replies of the deans and the officers of the 
medical associations are considered and compared, there are 
differences of opinion as to the extent of this disagreement. 
This main controversy arises out of the question of the medical 
school or its full-time faculty entering ‘nto the private prac- 
tice of medicine. 

Historically, we find ourselves somew! at in the same posi- 
tion that we were in prior to 1913 at which time the concept 
of a full-time faculty was developed, primarily to improve the 
quality of medical education, but also to avoid conflicts be- 
tween the local medical profession and the faculties of medical 
schools. However, presently the concept of the “absolute” 
full-time teacher is being modified because of economic and 
other pressures. As a result there are sharp differences of 
opinion on the matter of private practice between the local 
profession and the medical schools. These differences have 
been brought to the fore because of such factors as the estab- 
lishment of new medical schools, the extension of medical 
school curricula from two to four years, and the construction 
of new medical school hospitals. 

It is evident from all facts and data available to the Council 
that most, if not all, medical schools permit the so-called full- 
time faculty members to engage in private practice. In varions 
areas, this has been a common procedure for many years, and 
while differences of opinion between the practicing physicians 
and the medical schools have arisen, many of these have 
apparently been mutually resolved. 

Compensation of Teachers.—The Council is fully cognizant 
that many of the methods of compensating teachers of medi- 
cine leave much to be desired and some are to be condemned 
entirely because of the fact that the teachers may be exploited 
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by the institutions they serve. Everything considered, the 
Council believes that some fundamental principles should be 
formulated in regard to these problems and accordingly pre- 
sents the following conclusions and recommendations in the 
hope that they will assist medical societies and medical schools 
in developing programs which will be satisfactory to all con- 
cerned—the students, the teachers, and the practicing profes- 
sion—so that in the end the public may receive the best 
possible medical care. 

Definitions.—A great deal of confusion exists in regard to 
the present terminology used by medical schools to describe 
the status of their clinical faculty members. It is, therefore, 
recommended that the Council on Medical Education and 
Hospitals and the Association of American Medical Colleges 
adopt the following uniform definitions and that both take it 
upon themselves to urge all medical schools to adopt these 
definitions. Such action it is believed will make for better 
understanding and pave the way for amicable settlement of 
present conflicts and opinions. 

The full-time faculty member is one who devotes all his 
time to the service of the medical school and receives all his 
professional compensation from a salary paid by the medical 
school. 

Part-time faculty members receive a salary from the medical 
school; but they may be divided into two groups: (A) Phy- 
sicians in the first group have medical school service as a 
major interest and usually conduct their private practice from 
facilities of the medical school. (This group includes many 
physicians called “absolute full-time” and most physicians 
called “geographical full-time” under present medical school 
terminology.); (B) Physicians in the second group have pri- 
vate practice as their major interest, utilize medical school 
facilities for teaching, and conduct their private practice from 
their own offices elsewhere. 

A volunteer faculty member is a member of the faculty 
who receives no salary for his services to the medical school. 


Liaison.—The Council has found that much of the present 
conflict in opinions has resulted from a failure in liaison be- 
tween the practicing profession and the medical schools. In 
most instances of present conflict the profession and the 
schools worked hand in hand to build a good medical school 
and erect a teaching hospital. Yet, on completion of such joint 
endeavors all too frequently the initial spirit of cooperation 
and working liaison seems to have disappeared. In view of 
this it is recommended that adequate liaison be developed 
and maintained between each county medical society and 
any medical school or schools in its area and between each 
state medical association and any medical schools in the state. 
Such liaison should be the primary function of some com- 
mittee of the state or county medical society, and methods 
should be developed so as to maintain communication be- 
tween medical society committees within each state. 

Medical society activity alone will not serve to maintain 
proper liaison. Accordingly, it is also recommended that the 
Council on Medical Education and Hospitals and the Associa- 
tion of American Medical Colleges urge all medical schools 
to assist and work with medical societies and associations in 
developing such liaison and urge them to confer with these 
committees whenever problems, questions, or policies arise 
that may concern private practice or in which the medical 
profession may be of assistance to the schools. 

In this study it was evident that a large percentage of the 
medical school faculties is still in the part-time and volunteer 
categories. Complaints were made by deans that in some in- 
stances these men failed to fulfill their obligations to the 
school. Medical societies and associations complained that 
sufficient recognition was not given to these men for their 
services, mainly in the matter of policy determination. The 
Council recommends that when appointed, the services of 
volunteer and part-time men should be properly utilized and 
recognized by the medical school and these men should serve 
the school to the best of their ability. 

It is further recommended that on request of a medical society 
or a medical school the American Medical Association’s Board 
of Trustees establish, in cooperation with the Association of 
American Medical Colleges, a special committee whose function 
would be to investigate areas where there is friction between the 
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medical school and the profession. Such a committee might (1) 
assure the continuation of liaison, (2) see to it that all data and 
facts are made available to all concerned and (3) seek to re- 
solve differences of opinion. 

Availability of Patients for Teaching Purposes.—It is evident to 
the Council that medical service and medical education have 
become quite complex. Economic factors, such as voluntary 
health insurance, extension of welfare benefits, increasing costs 
of hospitalization, etc., have created new facets to the problem 
of medical education, and especially have lessened the volume 
of indigent and medically indigent patients. Therefore, the Coun- 
cil recommends that all patients treated in medical school facil- 
ities be available for teaching purposes. 


Full-Time Faculty* —It is evident from the information avail- 
able to the Council that at the present time, in the opinion of 
both the medical schools and the medical societies replying to 
the questionnaire, income from private practice is necessary to 
attract and keep some portion of the clinical faculty. Our survey 
indicates that this seems to be more true in the case of private 
schools than in government schools. 

It is the Council’s belief that a nucleus of “full-time” clinical 
faculty members in the medical school is necessary. The Council 
believes that as a general rule the “full-time” clinical faculty 
members, as herein defined, should not be permitted private 
practice but should be paid an adequate salary by the medical 
school. Exceptions because of legal or local conditions may be 
necessary. The number and types of such “full-time” faculty 
members as are deemed necessary rest with each school, but in 
any event their salaries should be adequate and attractive 
enough to hold capable teachers. 


Part-Time Faculty*.—Over and beyond this nucleus of “full- 
time” faculty members every school has a large number of clin- 
ical teachers who are and should be classified as “part-time.” 
These are so classified in the revised definitions recommended 
by the council and include many physicians now classified un- 
der medical school terminology as “absolute full-time” and most 
of those classified as “geographical full-time.” 

There seems to be no question concerning the privilege of 
private practice by “part-time” faculty members. There are, 
however, two basic questions to be kept in mind. The first is: 
What portion of the physician’s time should be spent in teach- 
ing and what portion in private practice? The second question 
is: aos should the physician be permitted his private prac- 
tice 

In regard to the first question, it is evident that even now all 
schools make some effort to limit private practice privileges as 
shown in the report on the survey itself. The extent to which these 
limitations are successful and to which they are actually provid- 
ing a dividing line between teaching responsibility and private 
practice could not be accurately determined. However, the 
Council believes it is a primary responsibility of the administra- 
tors of medical schools to exercise adequate controls over the 
extent of private practice so as to maintain a proper relationship 
between teaching responsibilities and private practice. 

The second question having to do with the place of practice 
seems to be the primary object of criticism in a number of areas, 
particularly in relation to government-supported schools. Here 
the teaching physician is accused of using tax-supported facil- 
ities to assist him in developing an income from private practice. 
The Council believes that all “part-time” faculty members should 
have the privilege of private practice. Such a privilege, however, 
should carry with it certain restrictions similar to those now 
utilized by most schools. As mentioned before, such restrictions 
should begin with a limitation as to the “amount of time” the 
physician may devote to private practice so as not to jeopardize 
the primary educational function of the medical school or of the 
individual teacher. The Council believes that charges should be 
made to the physician for all facilities and personnel involved 
in his private practice, pro-rated in accord with the use of such 
facilities in his private practice. 

Publicity.—Considerable criticism has come to the attention of 
the council against local publicity given or sought by medical 
schools with reference to the work of individual staff members. 
We recommend that publicity emanating from a medical school 
should be in good taste and of a type which has the approval 
of the general medical community of that area. 


*See recommended definitions above. 
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Culpepper Resolution.—Finally, the Council would like to 
refer to the resolution introduced into the House of Delegates at 
the Interim Session in 1954 by Dr. J. P. Culpepper Jr., of Mis- 
sissippi. The intent of this resolution would seem to be that the 
principle involved in a state-supported medical school using 
private practice as a source of funds for the general operation of 
a school or its hospital is contrary to medical ethics, and is, in 
effect, the corporate practice of medicine and state socialism. 
We recommend that it be the policy of the American Medical 
Association that funds received from the private practice of 
medicine by salaried members of the clinical faculty of the med- 
ical school or hospital should not accrue to the general budget 
of the institution and that the initial disposition of fees for med- 
ical service from paying patients should be under the direct con- 
trol of the doctor or doctors rendering the service. 

It is the firm policy of the American Medical Association, and 
in this policy the Council heartily concurs that only a licensed 
doctor of medicine should practice medicine. It is not in the 
public or professional interest for a third party to derive a profit 
from payment received for medical services, nor is it in the 
public or professional interest for a third party to intervene in 
the physician-patient relationship. 


REPORT OF REFERENCE COMMITTEE ON INSURANCE 
AND MEDICAL SERVICE 


Dr. John K. Glen, Chairman, Texas, submitted the following 
report, and moved its adoption. The motion was duly seconded. 
After lengthy discussion Dr. R. B. Robins, Arkansas, moved that 
the matter be re-referred to the reference committee, and the 
motion was seconded and carried. 

Report of Council on Medical Service on Private Practice by 
Medical School Faculty Members.—Your reference committee sat 
for long in its hearing upon this report. It is, therefore, cog- 
nizant of the many difficulties inherent in the study of the sub- 
ject and of the apparent impossibility of a happy solution for 
every portion of it. With certain changes the reference com- 
mittee recommends the adoption of this report. 

The recommended changes are as follows: 

(1) Insert a period after the words, “House of Delegates,” 
in the second sentence of the fourth paragraph of the report, 
and delete the remainder of that sentence. 

(2) Delete the whole fifth paragraph of the report. 

(3) Insert in the last sentence of the portion of the report 
under “Conclusions and Recommendations” bearing the side- 
head, “Part-Time Faculty,” after the phrase, “The Council be- 
lieves that charges should be made,” the words, “where possible 
under the existing laws of the state.” 


SUPPLEMENTARY REPORT OF REFERENCE 
COMMITTEE ON INSURANCE AND MEDICAL SERVICE 


Dr. John K. Glen, Chairman, Texas, read the following sup- 
plementary report and moved its adoption. The motion was 
seconded, and carried after a substitute motion to postpone con- 
sideration of the report of the Council on Medical Service until 
the Clinical Meeting in November was lost. 

Your reference committee, in accordance with the apparent 
wish of the House of Delegates to separate the question in 
regard to the report of the Council on Medical Service into a 
“supplementary report” of the Council and a Report on Private 
Practice by Medical School Faculty Members, has separated the 
question. 

The “supplementary report” of the Council on Medical Serv- 
ice includes the first five paragraphs of the report presented on 
Monday, June 11. This portion of the report is now considered 
entirely alone as “supplementary report” of the Council on Med- 
ical Service, which “supplementary report” does pertain to the 
Council’s report produced through the efforts of its Committee 
on Medical and Related Facilities, Dr. Willard A. Wright, 
Chairman. 

Your reference committee agrees with this “supplementary 
report” except as it advises a delay, until the 1956 Clinical 
Meeting, in final action on the Report on Private Practice by 
Medical School Faculty Members. 

Your committee therefore recommends the following changes 
in this “supplementary report”: 
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(1) Insert a period after the words, “House of Delegates,” 
in the second sentence of the fourth paragraph of the report, 
and delete the remainder of that sentence. 

(2) Delete the whole fifth paragraph of the report. 

With these changes, your reference committee recommends 
the approval of this “supplementary report.” 

The Report on Private Practice by Medical School Facul- 
ty Members is the section mentioned in the third paragraph of 
the “supplementary report” as being concerned with the study 
or survey itself, plus the “Conclusions and Recommendations” 
in what was originally the report of the Council on Medical 
Service in our discussion of June 13, 1956. 

Your reference committee recommends approval of this report 
in its entirety, with the single change as recommended pre- 
viously. That change is as follows: Insert in the last sentence 
of the portion of the report under “Conclusions and Recom- 
mendations” bearing the side-head, “Part-Time Faculty,” after 
the phrase, “The Council believes that charges should be made,” 
the words, “where possible under the existing laws of the state.” 

The House of Delegates on June 18, 1956, approved an 
amendment to the report of your reference committee which 
provided for an addendum to the “Conclusions and Recom- 
mendations” in the form of a final paragraph, as follows: 

“Nothing in this report is meant to condone the corporate 
practice of medicine or policies which result in the diversion of 
physicians’ fees to a corporation or government agency.” 

Your reference committee believes it is the intent of the 
House that this addendum be included, and so recommends. 


Report of Council on Constitution and Bylaws 


Dr. Louis A. Buie, Chairman, presented the following report, 
which was referred to the Reference Committee on Amend- 
ments to the Constitution and Bylaws: 


INTRODUCTION 


This report deals with recommendations of the Council on 
Constitution and Bylaws and it consists of three parts. 


1. SECTION ON PREVENTIVE MEDICINE 


A resolution was introduced during the last session of the 
House of Delegates which read as follows: 

Resolved, That the Section on Preventive and Industrial Medicine 
and Public Health respectfully requests the House of Delegates of the 
American Medical Association to change the name of the Section 
on Preventive and Industrial Medicine and Public Health to the Section 
on Preventive Medicine. 

This resolution was referred to the Reference Committee on 
Sections and Section Work, which recommended approval. The 
House adopted the recommendation of the reference committee, 
and requested the Council on Constitution and Bylaws to pre- 
pare appropriate alterations in the Bylaws which would imple- 
ment the change. Therefore, the Council on Constitution and 
Bylaws recommend that the title, Preventive Medicine, be sub- 
stituted for that of Preventive and Industrial Medicine and Pub- 
lic Health in Section 1(K) of Chapter VII of the Bylaws. 


2. METHOD OF AMENDING PRINCIPLES OF MEDICAL ETHICs 


In December of 1955 the Council on Constitution and Bylaws 
called to the attention of the House of Delegates the fact that 
neither the Principles of Medical Ethics nor the Constitution 
and Bylaws provide for amendment of the Principles, and that 
by custom amendments approved by a majority vote of the 
House of Delegates have long been recognized as valid. It was 
the opinion of the Council on Constitution and Bylaws that such 
changes should be made only after the most careful deliber- 
ation, and it therefore suggested that a section be added to the 
Principles which would provide for amending them. The 
Reference Committee on Miscellaneous Business recommended 
that this proposal be tabled for further consideration. The 
House of Delegates approved this action. The Council on Con- 
stitution and Bylaws has complied with the decision of the 
House of Delegates and now recommends that a provision for 
amending the Principles be incorporated in the Bylaws as fol- 
lows: 

Designate the present paragraph of Chapter XXI of the By- 
laws, which provides for amendment of the Bylaws, as section 1, 
and add a second paragraph designated as Section 2, to read as 
follows: 
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“Section 2.—The Principles of Medical Ethics may be amended 
by the House of Delegates at any session on the approval of 
two-thirds of the members of the House of Delegates present 
and voting, provided that the proposed amendment shall have 
been introduced at the preceding session.” ; 


8. REVISION OF THE PRINCIPLES OF MEDICAL ETHICS 


You will recall that in the past several committees have been 
engaged in revising the Principles of Medical Ethics. Also you 
are aware that this task was assigned to the Council on Consti- 
tution and Bylaws in June, 1952. For various reasons, discussed 
in former reports, it was not possible to make available to the 
House of Delegates an exhaustive analysis of the Principles until 
the December session of 1955. When that report was made, 
many of the complexities of this undertaking were revealed. For 
example, when the attempt was made to distinguish etiquette 
from ethics, it was readily apparent that a substantial portion of 
the Principles actually deals with matters in which morals, man- 
ners, and even economics are intermingled. In addition, some 
sections which are intended to deal with matters of courtesy 
might well be construed as involving problems of morality. At 
all events, it became clear, beyond doubt, that there exists a 
broad twilight zone in which the concepts of ethics and etiquette 
are entangled and in which there is much overlapping and con- 
sequent confusion. 

An interesting point was noted with respect to Section 4 of 
Chapter VII, which provides a definition of free choice of phy- 
sician. Once it has been read, the reader might assume that a 
preceding Principle proscribes activities which limit freedom of 
choice. Yet there is no such antecedent provision. Although the 
question of free choice of physician raises many problems that 
are involved in contract practice, workmen’s compensation, pre- 
paid health care, and other fields of insurance, the Principles do 
nothing more than define the term. 


MEETING WITH THE JUDICIAL COUNCIL 


The Council on Constitution and Bylaws has sought both 
counsel and criticism by means of publications in THE JouRNAL 
of the American Medical Association and by personal interviews 
and correspondence. Furthermore, in accordance with the re- 
quest of the House of Delegates, a joint meeting with the Judi- 
cial Council was held on March 23, 1956. This meeting was at- 
tended by several ex officio members and by representatives of 
the Law Department. Those who attended this meeting reached 
the ineluctable conclusion that the present Principles are en- 
cumbered by verbosity and qualifying constructions of dubious 
value which in themselves engender confusion. Hence, it was 
felt that the Principles should be broad and should provide a 
framework within which interpretations could be made. They 
should deal with basic principles that can serve as a ready refer- 
ence for the busy practitioner. 

A subcommittee, consisting of the two chairmen of the re- 
spective councils and one other member of each council, was 
appointed to prepare a condensed version for consideration by 
both councils prior to the present session of the House of Dele- 
gates. During subsequent weeks several conferences were held, 
and on April 27 the subcommittee presented to the Judicial 
Council a new version of the Principles. During this meeting, 
after agreement was reached on some alterations, the members 
of the Judicial Council approved the proposed revision. Finally, 
on June 9, it was reviewed and approved by the Council on 
Constitution and Bylaws. 


THE VIRTUES OF BREVITY 


Doubtless the brevity of these Principles will attract your 
attention. If so, it is by design. All of us have become ac- 
customed to a lengthy document. The Principles never have 
encompassed fewer than 40 sections, and in 1903, when the 
name was changed from Code of Medical Ethics to Principles 
of Medical Ethics of the American Medical Association, there 
were actually 53 sections. At present, the Principles are com- 
prised of 48 sections. In the year 1846 the National Medical 
Convention, which was the progenitor of the American Medical 
Association, selected a committee charged with formulating a 
Code of Ethics. This committee, which submitted its report in 
1847, patterned the principles which it proposed after those of 
Thomas Percival. Percival’s principles contained 92 rules for 
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the guidance of physicians, chiefly in their relationship with 
each other. His concept of ethics, which was published in 1803, 
can be held accountable for the volume and some of the content 
of the Principles which have served as our guide for more than 
a century. 

On the other hand, there is nothing new or original about the 
quality of brevity in the present proposal. As examples, we have 
the Constitution of the United States, and, even more signif- 
icant, the Ten Commandments. If further proof were necessary, 
we need only mention the Oath of Hippocrates, which in some 
800 words (331 to be exact) outlines many of the basic prin- 
ciples on which most medical ethical codes have been built dur- 
ing the past 2,200 years. From the standpoint of integrity there 
has been no improvement over the principles enunciated in this 
oath, but from the standpoint of practical application, work has 
never ceased on the problem of adjusting them to the require- 
ments of the contemporary scene. 


PRACTICAL ECONOMY OF THE PROPOSED PRINCIPLES 


The conclusions which are now offered for your consideration 
consist of a brief Preamble and 10 sections which succinctly 
express the fundamental ethical concepts embodied in the pres- 
ent Principles. Every basic principle has been preserved. On the 
other hand, as much as possible of the prolixity and ambiguity 
which in the past obstructed ready explanation, practical codifi- 
cation, and particular selection of basic concepts has been elim- 
inated. The members of the Council believe and wish to em- 
phasize that no fundamental ethical concept has been omitted 
from the Principles which are now presented for your consider- 
ation. 

It is intended that this condensed version will provide the 
physician with a permanent yet readily accessible guide to eth- 
ical conduct which might be imprinted suitably on appropriate 
paper and displayed in the office of every member of the 
American Medical Association. 

It will be supplemented by the opinions and interpretations 
of the Judicial Council, which are based on past decisions and 
pronouncements, and which are now being published in THe 
JourNaAL of the American Medical Association and are being 
collected and codified. No code of ethics could abbrogate this 
paramount function, and men of wisdom would not have it 
otherwise. 

It is important to understand that medical ethics are not dis- 
tinct or separate from ethics generally, but simply emphasize 
those general principles which are of particular concern to the 
medical profession. The ethical physician will observe all ethical 
principles, because he realizes that they cannot be enforced by 
penal reprisals but must be binding in conscience. 


CONCLUSION 


Each delegate has been provided with an annotated copy of 
the new Principles showing the manner in which they embody 
the Principles in use at this time. It is recommended that these 
proposed changes in the Principles be substituted for those sub- 
mitted in December, 1955, and that they be sent to an appro- 
priate reference committee, where ample opportunity can be 
provided for discussion of them by members of the American 
Medical Association. It is suggested that action by the House 
of Delegates be deferred until the November, 1956, session. 

The Council on Constitution and Bylaws wishes to thank the 
members of the Judicial Council and Mr. C. Joseph Stetler and 
his associates of the staff of the Law Department for their in- 
valuable assistance. 


Principles of Medical Ethics 
of the 
American Medical Association 
PREAMBLE 


These principles are intended to serve physicians, individually 
or collectively, as a guide to ethical conduct. They are not laws; 
rather, they are standards by which a physician may determine 
the propriety of his own conduct. They are intended to aid phy- 
sicians in their relationships with patients, with colleagues, with 
members of allied professions, and with the public to maintain 
under God, as they have through the ages, the highest moral 
standards. 
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Section 1. The prime objective of the medical profession is to 
render service to humanity with full respect for both the dignity 
of man and the rights of patients. Physicians must merit the 
confidence of those entrusted to their care, rendering to each a 
full measure of service and devotion. 

Section 2. Physicians should strive to improve medical knowl- 
edge and skill, and should make available the benefits of their 
professional attainments. 

Section 3. A physician should not base his practice on an ex- 
clusive dogma or a sectarian system, nor should he associate 
voluntarily with those who indulge in such practices. 

Section 4. The medical profession must be safeguarded 
against members deficient in moral character and professional 
competence. Physicians should observe all laws, uphold the dig- 
nity and honor of the profession and accept its self-imposed 
disciplines. They should expose, without hesitation, illegal or 
unethical conduct of fellow members of the profession. 

Section 5. Except in emergencies, a physician may choose 
whom he will serve. Having undertaken the care of a patient, 
the physician may not neglect him. Unless he has been dis- 
charged, he may discontinue his services only after having given 
adequate notice. He should not solicit patients. 

Section 6. A physician should not dispose of his services 
under terms or conditions which will interfere with or impair 
the free and complete exercise of his independent medical 
judgment and skill or cause deterioration of the quality of 
medical care. 

Section 7. In the practice of medicine a physician should limit 
the source of his professional income to medical services actually 
rendered by him to his patient. 

Section 8. A physician should seek consultation in doubtful or 
difficult cases, upon request or when it appears that the quality of 
medical service may be enhanced thereby. 

Section 9. Confidences entrusted to physicians or deficiencies 
observed in the disposition or character of patients during the 
course of medical attendance should not be revealed except as 
required by law or unless it becomes necessary in order to pro- 
tect the health and welfare of the individual or the community. 

Section 10. The responsibilities of the physician extend not 
only to the individual but also to society and demand his co- 
operation and participation in activities which have as their ob- 
jective the improvement of the health and welfare of the in- 
dividual and the community. 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND BYLAWS 


Dr. Jay J. Crane, Chairman, Section on Urology, presented 
the following report, which was adopted: 

Report of Council on Constitution and Bylaws.—Your com- 
mittee approves and recommends that the title, Preventive 
Medicine, be substituted for that of Preventive and Industrial 
Medicine and Public Health, in Section 1 (K) of Chapter VII 
of the Bylaws. 

The second portion of the report of the Council pertains to 
the method of amending the Principles of Medical Ethics. The 
Council on Constitution and Bylaws recommends that the pres- 
ent paragraph of Chapter XXI, page 52 of the Bylaws, be des- 
ignated as Section 1, and that a second paragraph designated 
as Section 2 be added, to read as follows: “The Principles of 
Medical Ethics may be amended by the House of Delegates at 
any session on the approval of two-thirds of the members of 
the House of Delegates present and voting, provided that the 
proposed amendment shall have been introduced at the pre- 
ceding session.” Your committee approves of this recommenda- 
tion. 

The third portion of the report refers to the revision of the 
Principles of Medical Ethics. Your committee approves of the 
revision of the Principles of Medical Ethics as prepared by 
the Council on Constitution and Bylaws and endorsed by the Judi- 
cial Council. After considerable discussion and the appearance 
of interested parties, your committee approves of the revision 
of the Principles of Medical Ethics presented, and although the 
committee feels that the new version of the Principles is ready 
for action at this time, it recommends that final action be de- 
ferred until the next regular session of the House of Delegates 
to allow ample opportunity for thorough study on the part of 
members of the American Medical Association. 


(To be continued) 
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MEDICAL NEWS 


' CALIFORNIA 


Course in Aviation Medicine.—The University of California at 
Los Angeles School of Medicine and University of California 
Extension will hold a special course in aviation medicine at the 
New Religious Conference Building, 900 Hilgard Ave., Los 
Angeles 24, Oct. 24-26. The staff will include Capt. Oran W. 
Chenault, M. C., U. S. Navy; Lieut. Col. John P. Stapp, M. C., 
U. S. Air Force, Holloman Air Force Base, N. Mex.; Capt. Ashton 
Graybiel, M. C., U. S. Navy, U. S. Naval School of Aviation Medi- 
cine, Pensacola, Fla.; Dr. Bruce V. Leamer, assistant professor of 
surgery, University of California at Los Angeles School of Medi- 
cine; and Dr. Aram Glorig, director of research, subcommittee on 
noise in industry of the committee on conservation of hearing of 
the American Academy of Ophthalmology and Otolaryngology 
in Los Angeles. The fee for the three-day sessions of six three- 
hour courses is $50. Requests for information concerning the 
course should be addressed to Dr. Thomas H. Sternberg, Assist- 
ant Dean for Postgraduate Medical Education, University of 
California Medical Center, Los Angeles 24. 


Personal.—Dr. Edward R. Pinckney has resigned as health officer 
of Napa County and has accepted a position as Assistant Editor 
of THe JouRNAL of the American Medical Association. For the 
past two pears he has been editor of the Bulletin of the Napa 
County Medical Society. He is being replaced by Dr. Sterling S. 
Cook, rear admiral, U. S. Navy, retired. 


CONNECTICUT 

Meeting of Medical Air Reserve.—The 9263rd Air Reserve 
Squadron, Medical Flight, will sponsor on Oct. 3 a scientific ses- 
sion (registration fee, $5) at Hugo’s Restaurant, 715 Summer 
St., Stamford. Advance registration is desirable. The meeting will 
be held in conjunction with the semiannual meeting of the Fair- 
field County Medical Association, which is scheduled to convene 
the same evening at the Wee Burn Country Club in Darien. The 
scientific session will open at 9 a. m. with “Medical Management 
of Mitral Stenosis” by Dr. Frank D. Gray, New Haven. “Surgical 
Management of Mitral Stenosis” by Dr. J. Maxwell Chamberlain, 
New York, will precede a symposium by Dr. William H. Resnik 
of Stamford, Dr. Gray, Dr. Chamberlain, and Dr. Carl A. Jaeger, 
New Haven. The afternoon program will include “Medical As- 
pects of Massive Upper Gastrointestinal Bleeding” by Dr. Charles 
A. Flood, New York, “Surgical Aspects of Massive Upper Gastro- 
intestinal Bleeding” by Dr. Louis M. Rousselot, New York, and a 
symposium by Dr. Flood, Dr. Rousselot, and Drs. C. Louis Fincke 
and Clayton B. Weed, Stamford. At the evening meeting of the 
Fairfield County Medical Association a social hour will precede 
the dinner, at which Brig. Gen. Harold H. Twitchell, surgeon, 
Continental Air Command, and director, Medical Reserve Train- 
ing, will discuss “The Medical Air Reserve.” 


Course on Endocrinology.—Yale University School of Medicine 
will offer a postgraduate course for practicing physicians, “En- 
docrine Disease and Hormone Therapy,” on Thursdays (2-5 
p. m.), Oct. 11-Dec. 13 (no conference Nov. 22 and Dec. 6) in 
Farnam Auditorium, Yale-New Haven Medical Center, 789 
Howard Ave., New Haven. The course is designed to provide 
internists and general physicians with a review of the commonly 
encountered endocrine disorders. No attempt will be made to 
cover the endocrinology of the gonads. There will be a question- 
and-answer period after each of the following programs: 


Oct. 11, Control of Endocrine Secretion. 

Oct. 18, Thyroid Deficiency—Myxedema, Cretinism, and Goiter. 

Oct. 25, Hyperthyroidism. 

Nov. 1, Adrenal Hyperfunction. 

Nov. 8, Adrenal Insufficiency. Use of Adrenal Steroids in Clinical Medicine 
and Surgery. 

Nov. 15, Pituitary Disorders. 

Nov. 29, Parathyroid Glands and Disorders of Calcium Metabolism. 

Dec. 13, Diabetes Insipidus. Spontaneous Hypoglycemia and Hyperinsu- 
linism 


Dr. Philip K. Bondy, associate professor of medicine, Yale Uni- 
versity School of Medicine, is the program director. Admission 
will be limited to those who have registered in advance. Regis- 


tration fee and tuition will be $40 for the series of eight confer- 
ences. Interns and residents may register without charge. In- 
quiries should be addressed to the Assistant Dean, Postgraduate 
Medical Education, Yale University School of Medicine, 333 
Cedar St., New Haven 11. 


DISTRICT OF COLUMBIA 


Award to Doctor Stubbs.—At the 30th annual alumni reunion of 
the George Washington University Medical Society, Dr. Donald 
H. Stubbs, assistant clinical professor of anesthesiology, George 
Washington University School of Medicine, Washington, D. C., 
was presented with an award of merit in recognition of his scien- 
tific and academic achievements and his services to the commu- 
nity. Dr. Stubbs, president of the medical service of the District 
of Columbia, is head of anesthesia and chairman of the executive 
and teaching staff of Doctors Hospital. 


Miners Appoint Clinical Director.—Dr. Gordon M. Meade, chief 
of clinical services at the Williamson (W. Va.) Memorial Medi- 
cal Center, has been appointed clinical director of the Miners 
Memorial Hospital Association, a chain of 10 hospitals serving 
beneficiaries of the United Mine Workers Welfare and Retire- 
ment Fund. During the last year Dr. Meade has served as clinical 
consultant with headquarters in Washington, D. C. He will 
succeed Dr. Aims C. McGuinness, who, after recruitment and 
organization of the hospital medical staffs, will return to private 
practice and teaching of pediatrics in Philadelphia. The newly 
opened hospitals were dedicated June 2 at Beckley, W. Va. 


GEORGIA 


Personal.—Dr. R. Franklin Cary, health officer of the Macon- 
Bibb County Health Department, retired recently after 15 years 
of service as health officer. Dr. Cary, who reached the state’s 
compulsory retirement age of 70 some months ago, was sched- 
uled to retire March 1 but was persuaded by unanimous request 
of the state health department to continue in office until 
July 1.——Dr. D. S. Reese, Carrollton, a past president of the 
Carroll County Medical Association, which he served as secre- 
tary for more than 25 years, has been given the Founder’s Day 
award of West Georgia College, Carrollton. Dr. Reese, who 
came to Carrollton in 1911, helped to organize the Carrollton 
Board of Health and the Carrol] County Board of Health, which 
he served as chairman for many years.——Dr. William Gentry 
Thurman, a member of the house staff at Columbus City Hos- 
pital, was awarded a $1,000 cash prize at the recent meeting of 
the International Institute of Public Health, Maternal and Child 
Welfare Division of Canada, which offers a cash prize every 10 
years to the Canadian medical student presenting the best sci- 
entific paper. During his senior year at the McGill University 
Faculty of Medicine, Montreal, Canada, Dr. Thurman entered 
a paper entitled “The Epidemiology of Diseases in Seaports.” 


ILLINOIS 


Personal.—Col. Roland I. Pritikin, M. C., U. S. Army Reserve, 
Rockford, has returned from a lecture tour of hospitals and 
medical schools in Asia. Dr. Pritikin was the official delegate of 
the American Medical Association to the sixth Middle East 
Medical Assembly at the American University of Beirut, Beirut, 
Lebanon.——The Institute for Psychoanalysis, 664 N. Michigan 
Ave., Chicago, has added to its staff Dr. G. H. Pollock, associate 
professor of psychiatry, University of Illinois College of Medi- 
cine, Chicago, and Dr. Jay E. McCormick of Highland Park, who 
has served on the staff of Presbyterian Hospital of Chicago, as 
assistant clinical professor of psychiatry at the University of 
Illinois College of Medicine, and as consultant to the Institute for 
Juvenile Research.——Dr. Martin A. Seidell, Urbana, has won the 
1956 Mississippi Valley Medical Society essay contest with his 
paper “A Compendium for Fluid and Electrolyte Management 
with Ordinary and [Extraordinary Laboratory Facilities.” On 
presentation of the paper at the annual meeting of the society at 
the Hotel Morrison, Chicago, Sept. 26-28, Dr. Seidell will receive 
a gold medal, a certificate, and a cash award. 
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Chicago 

Bevan Lecture.—Dr. Richard B. Cattell of the Lahey Clinic, 
Boston, will deliver the 28th annual Arthur Dean Bevan Lecture 
before the Chicago Surgical Society at the Knickerbocker Hotel, 
163 E. Walton, Oct. 5, 8 p. m. The subject of his address will be 
“Surgery of the Pancreas.” The profession is invited. 


Faculty Promotions.—The Chicago Medical School announces 
the promotion of Drs. Herman A. Jacobson and Lawrence S. 
Mann, associates in surgery, to clinical assistant professors of 
surgery; Dr. Caesar Portes, associate in proctology, to clinical 
assistant professor of proctology; and Dr. William A. Yacullo, 
associate in dermatology and syphilology, to clinical assistant 
professor of dermatology. 


NEW JERSEY 

Hospital News.—The Atlantic City Hospital will have as visiting 
chiefs pro tem Dr. Richard H. Lyons, chairman, department of 
medicine, State University of New York College of Medicine at 
Syracuse, Oct. 1-5; Dr. John H. Talbott, professor of medicine, 
University of Buffalo School of Medicine, Oct. 8-12; Dr. John J. 
Murphy, associate in urologic surgery, University of Pennsyl- 
vania School of Medicine, Philadelphia, Oct. 15-19; Dr. Jack D. 
Myers, chairman, department of medicine, University of Pitts- 
burgh School of Medicine, Oct. 22-26; and Dr. Carroll S. Wright, 
professor of dermatology and syphilology, Temple University 
School of Medicine, Philadelphia, Oct. 29-Nov. 2. 


NEW YORK 


Lecture by Professor Kottmeier.—The Jewish Chronic Disease 
Hospital (East 49th Street and Rutland Road, Brooklyn) an- 
nounces an informal talk on “Carcinoma of the Cervix,” by Prof. 
Hans L. Kottmeier, chief of gynecology, Radium hemmet and 
Royal Caroline Institute, Stockholm, Sweden. Physicians are cor- 
dially invited to the meeting Oct. 2, 8:30 p. m. in the auditorium. 


Pediatric Study in Mental Health.—Dr. Julius B. Richmond, 
chairman of pediatrics, State University of New York College of 
Medicine at Syracuse, has received a grant of $274,050 from the 
Ford Foundation for a five-year study of the early life relation- 
ships between mother and baby, from birth into the preschool 
years, and the implications of these relationships for develop- 
ment in later life. After his Air Force service in World War II, 
Dr. Richmond began these studies in Chicago, where he was 
assistant professor and then professor of pediatrics at the Univer- 
sity of Illinois College of Medicine and superintendent of the 
Institute for Juvenile Research. 


OHIO 

Dr. Means Retires.—Dr. Russel G. Means, associate professor of 
otolaryngology at Ohio State University College of Medicine, 
Columbus, retired in June with the status of associate professor 
emeritus after 34 years on the faculty. Ill health prompted his 
resignation. Chairman of alumni activities for many years, Dr. 
Means is credited with sparking the drive for the present health 
center, and for this he was awarded the university's distinguished 
service award. In 1948 he received the College of Medicine 
Alumni Achievement award. 


Course on Practical Physiology for Women.—An eight-week 
course on practical physiology for women opens for its sixth year 
this fall in the University of Cincinnati Evening College. Dr. 
Carroll J. Fairo, clinical instructor in surgery, gynecologic divi- 
sion, will conduct the series, the subject matter of which starts 
with the moment of conception and includes problems of puberty, 
menstruation, pregnancy, milk production, menopause, tumors, 
and malignant conditions. About 300 women have completed 
the course in previous years. 


WASHINGTON 

Dr. Churchill to Give Strauss Lecture.—On Oct. 19, Dr. Ed- 
ward Delos Churchill, John Homans Professor of Surgery at 
Harvard Medical School, Boston, will give the seventh annual 
Alfred A. Strauss Lecture sponsored by the department of sur- 
gery of the University of Washington School of Medicine, 
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Seattle. He will speak on “The Nature of Wounds and Wound 
Healing” at 8:15 p. m. in the auditorium of the Health Sciences 
Building, University of Washington campus. All physicians are 
welcome to attend the Strauss Lecture. 


WISCONSIN 

Social Guidance Conference.—The Four County Social Guid- 
ance Conference will meet Sept. 30—-Oct. 1 at the Monterey 
Hotel, Janesville, to celebrate the 10th anniversary of the 
establishment of child guidance centers and mental health cen- 
ters in Rock, Jefferson, Walworth, and Green counties. A cele- 
bration dinner will be held Sunday. Forums scheduled for Mon- 
day will bring together authorities in law, education, church 
and family life, medicine, and government to disseminate new 
technics and examine the work that has been done. Bruno 
Bettelheim, Ph.D., of Chicago will direct the forum on youth. 


Circuit Teaching Programs.—The council on scientific work of 
the State Medical Society of Wisconsin, in cooperation with 
the state board of health, the medical schools of the University 
of Wisconsin and Marquette University, the Wisconsin Acad- 
emy of General Practice, the Wisconsin Heart Association, the 
Wisconsin Anti-Tuberculosis Association, and the Wisconsin 
division of the American Cancer Society, has scheduled 12 cir- 
cuit teaching programs. During October these clinics will be 
held at the Bellin Memorial Hospital, Green Bay, Oct. 9; 
St. Joseph-Lloyd Hospital, Menominee, Mich., Oct. 10; and 
St. Mary’s Hospital, Wausau, Oct. 11. The faculty will con- 
sist of Drs. Gordon V. Marlow, Madison, proctology; Lamont 
R. Schweiger, Milwaukee, cardiology; Martin H. Seifert, Wil- 
mette, Ill., internal medicine; and an obstetrician (to be 
selected ). The registration fee, which includes a full afternoon 
and evening of instruction, with dinner, is $6. Physicians are 
requested to attend both sessions, as the meetings will be cor- 
related, and those who attend both sessions will receive credit 
for Academy of General Practice membership requirements. 
Requests for reservations should be sent to the State Medical 
Society of Wisconsin, P. O. Box 1109, Madison. 


GENERAL 

Psychosomatic Society Invites Papers.—The American Psycho- 
somatic Society, which will hold its 14th annual meéeting at 
the Chalfonte-—Haddon Hall in Atlantic City, N. J., May 4-5, 
1957, invites the submission of titles and abstracts of 20-minute 
papers for consideration for the program. Abstracts, in sex- 
tuplicate, should be submitted no later than Dec. 1 to Dr. I. 
Arthur Mirsky, Chairman, Program Committee, at the society's 
headquarters, 551 Madison Ave., New York 22. 


Meeting of Obstetricians and Gynecologists.—The Central As- 
sociation of Obstetricians and Gynecologists will hold its 24th 
annual meeting at the Roosevelt Hotel, New Orleans, Oct. 4-6, 
under the presidency of Dr. Harold L. Gainey, Kansas City, 
Mo., who will deliver an address on Friday. The guest speaker, 
Dr. Clyde L. Randall, Buffalo, will discuss “Out of Sight—Not 
Out of Mind” at the close of the Thursday morning session. 
A cocktail hour, 6:30 p. m. Friday, will precede the annual 
banquet. In all, 15 presentations have been scheduled. 


Essay Contest in Urology.—The American Urological Associa- 
tion offers annual awards totaling $1,000 (first prize, $500; 
second prize, $300; and third prize, $200) for essays on the 
result of some clinical or laboratory research in urology. Com- 
petition is limited to urologists who have been graduated not 
more than 10 years and to hospital interns and residents doing 
research work in urology. The first-prize essay will appear on 
the program of the meeting of the American Urological As- 
sociation at the Hotel William Penn, Pittsburgh, May 6-9, 
1957. Essays must be received before Dec. 1 by the executive 
secretary, Mr. William P. Didusch, 1120 N. Charles St., Bal- 
timore. 


Meeting on Prepaid Medical Service Plans.—The 12th annual 
Western Conference of Prepaid Medical Service Plans will con- 
vene at Sun Valley, Idaho, Oct. 10-14. The theme of the con- 
ference is “Are We Meeting the Challenge?” The key speakers 
will include Dr. David B. Allman, Atlantic City, N. J., President- 
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Elect of the American Medical Association; Dr. Charles A. 
Terhune, Burley, Idaho, president-elect of the Idaho State Medi- 
cal Society; Odin W. Anderson, Ph.D., research director of the 
Health Information Foundation, and Dr. W. Palmer Dearing, 
deputy surgeon general of the U. S. Department of Health, Edu- 
cation, and Welfare, Washington, D. C. Other speakers from the 
fields of labor and industry will appear on the program. 


Noise Abatement Symposium.—The ‘seventh annual National 
Noise Abatement Symposium will be presented Oct. 11-12 at 
the Sherman Hotel, Chicago, under the joint sponsorship of 
the Armour Research Foundation of Illinois Institute of Tech- 
nology, Acoustical Society of America, American Society of 
Safety Engineers, National Noise Abatement Council, American 
Society of Planning Officials, American Industrial Hygiene 
Association, and Acoustical Materials Association. The topics 
for discussion are “Quieting Machinery, the Noise Creator,” 
“Hearing Loss Problems,” and “Quieting a Noisy Environment.” 
The registration fee, $15, covers the costs of the technical ses- 
sions, both luncheons, and a copy of Noise Control Magazine in 
which all papers presented at this meeting will be published. 
Address inquiries to: Armour Research Foundation of Illinois 
Institute of Technology, Attn.: Mr. Guy J. Sanders, 10 W. 35th 
St., Chicago 16. 


Meeting of Medical Illustrators.—The 11th annual meeting of 
the Association of Medical Illustrators will be held Oct. 1-3 at 
the lowa Center for Continuation Study, State University of 
Iowa, lowa City, under the presidency of Mr. Leon Schloss- 
berg, Baltimore. The central theme of the meeting will be “The 
Role of Visual Representation in the Acquisition and Trans- 
mission of Information,” with special attention to its relation- 
ship to other means and uses for communication, Dr. Norman 
B. Nelson, dean of the State University of Iowa College of 
Medicine, will deliver an address of welcome at 9 a. m. Mon- 
day. “The Objective and Subjective Factors in Visual Percep- 
tion” will be discussed at 10:45 a. m. by Dr. Herman M. Burian, 
lowa City. The annual Max Brédell Memorial Lecture, “Criteria 
in the Judgment of Art,” will be delivered by Mr. Lester D. 
Longman, head, department of art, at the annual banquet, 
7:30 p. m. At 3:15 p. m. Tuesday Arthur H. Bulbulian, D.D.S., 
Rochester, Minn., will present “Advances in Materials and 
Methods Used in Preparation of Teaching Models and Facial 
Prosthesis.” The annual exhibition of medical illustrations will 
be shown in the gallery of the University Fine Arts Building. 


Southeastern Allergy Association.—The 11th annual meeting of 
the Southeastern Allergy Association at the Barringer Hotel, 
Charlotte, N.C., Oct. 5-6 will have as its theme “Allergy and 

Its Relationship to Medicine and Surgery.” Dr. Ben N. Miller, 

Columbia, S.C., president, will serve as chairman for the Fri- 

day morning session, which will include the following papers: 

Allergy and Its Relation to General Medicine, Emma K. B. MaclInnis, 
Coiumbia, S. C. 

Drug Allergy, David R. Thomas, Augusta, Ga. 

The Steroids and Their Effect on Various Immunological and Allergic 
Reactions, Carl E. Arbesman, Buffalo, president, American Academy eof 
Allergy. 

Allergist, the Otolaryngologist, and the Patient, Theodore E. Walsh, St. 
Louis. 

The Changing Picture of Allergy, Ethan A. Brown, Boston, president, 
American College of Allergists. 

A New Look at Allergy, Charles P. Wofford, in collaboration with John B. 
McKinnon and Ben D. Hall, Johnson City, Tenn. 


A clinical pathological conference at 2 p. m. will precede a 
panel on pediatric allergy. The banquet, 7:30 p. m., will follow 
cocktails (courtesy of G. D. Searle & Co.). The Saturday ses- 
sion will open at 9 a. m. with a panel, “Role of Chronic Lung 
Disease in Chronic Asthma,” and will close with a question- 
and-answer period, This program has been accepted by the 
American Academy of General Practice for 10 hours of credit 
in category 2. 


Low-Cost Medical Tours.—In conjunction with its seventh 
World Congress in London, July 22-26, 1957, the International 
Society for the Welfare of Cripples is organizing low-cost travel 
groups that, before and after the congress, will combine sight- 
seeing with a survey of rehabilitation facilities. The group will 
leave New York by chartered plane for Glasgow, Scotland, 
July 13 and will go on a motor trip through the English Lake 
Country, visiting institutions in Glasgow, Edinburgh, and other 
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communities along the way and arriving in London for the pre- 
congress social gathering July 21. Participants may choose be- 
tween two travel groups leaving London after the congress on 
July 27: (1) to Oslo, Norway; Copenhagen, Denmark; Stock- 
holm, Sweden; Brussels, Belgium; and Paris, France; and (2) 
to Zurich and Lucerne in Switzerland, then south into Italy to 
Venice, Ravenna, Florence, Perugia, Assisi, and Rome, and 
finally to Paris. These postcongress tours converge for a final 
two-day sojourn in Paris. The 59 members will fly back to New 
York on Aug. 10. The entire package, which includes a round- 
trip transatlantic flight and two study tours, is offered at a cost 
ranging between $908 and $960. Participants must be members 
of the U.S. Committee for the International Society for the 
Welfare of Cripples. Details on the tour and the congress may 
be obtained from the International Society for the Welfare of 
Cripples, 701 First Ave., New York 17. 


Meeting of Rhinologic Society.—The American Rhinologic So- 

ciety will hold its annual meeting in Chicago, Oct. 9-13, under 

the presidency of Dr. Ralph H. Riggs, Shreveport, La. A three- 
day series of surgical demonstrations and seminars will be pre- 

sented in the Illinois Masonic Hospital from 8 a. m. to 10 p. m. 

under the direction of Dr. Maurice H. Cottle, professor and 

chairman of the department of otolaryngology, Chicago Medi- 
cal School. The annual scientific program, presented in the 

Palmer House on the closing day, will include a morning sym- 

posium on “Expanding Horizons in Rhinology,” with the fol- 

lowing participants: Drs. Charles Petrillo, Yale University 

School of Medicine, New Haven, Conn. (anatomy); Newton D. 

Fischer, University of North Carolina School of Medicine, 

Chapel Hill (physiology); Harold S. Ulvestad, University of 

Minnesota Medical School, Minneapolis (surgery); and French 

K. Hansel, Washington University School of Medicine, St. Louis 

(allergy ). Guest speakers on the afternoon program will be: 

Roy R. Grinker, director of the Institute for Psychosomatic and Psychiatric 
Research, Michael Reese Hospital, Chicago, Psychosomatic Approach to 
Rhinological Problems. 

Conrad L. Pirani, professor of pathology, University of Illinois College of 
Medicine, Chicago, Connective Tissue in Wound Healing. 

Hubert R. Catchpole, Ph.D., research associate professor of pathology, 
University of Illinois College of Medicine, Chicago, Newer Ideas on the 
Significance of Ground Substance of Connective Tissue. 

Dr. Matthew S. Ersner, professor of otolaryngology and rhinol- 

ogy, Temple University School of Medicine, Philadelphia, will 

be the guest of honor and speaker at a dinner in the evening, 
at which Dr. Riggs will serve as toastmaster. Physicians are 
welcome to attend the scientific session as guests of members of 
the society. There is no registration fee. Information may be 
obtained by writing to Mrs. Mabel Campbell, Corresponding 
Secretary, 834 Wellington Ave., Chicago 14. 


American Dietetic Association.—The 39th annual meeting of 

the American Dietetic Association will be held in the Mil- 

waukee Auditorium Oct. 9-12. At 3:30 p. m. Tuesday a pro- 

gram on diabetes and today’s research will offer the following 

presentations: 

An Approach to the Prediction of Diabetes Mellitus, Stefan S. Fajans, 
Ann Arbor, Mich. 

Working with Children at the Joslin Camps, Alexander Marble, Boston. 

nt with New Oral Sulphonamide Compounds, Henry T. Ricketts, 

Chicago. 

A discussion on nutrition in child health, Wednesday, 9:30 

a. m., will include “Metabolism and Growth in Adolescence” by 

Dr. Joseph A. Johnston, Detroit. Wednesday evening will be 

devoted to a program at the Hotel Schroeder for discussion of 

“Nutrition Progresses.” The opening paper, “Nutritional Defi- 

ciency Diseases Today,” will be presented by Dr. William J. 

Darby, Nashville, Tenn. The following presentations by physi- 

cians are scheduled for Thursday: 

Dietary Factors in Carcinogenesis, Wilhelm C. Hueper, Bethesda, Md. 

Medical Aspects of Aging, Frederick C. Swartz, Lansing, Mich. 

Proper Use of Modified Diets, Arnold L. Wagner, Evanston, IIl. 

Low-Fat Diets in Cardiac Diseases, Peter T. Kuo, Philadelphia. 

Dietary Constituents and Atherosclerosis, Theodore B. Van Itallie, Boston. 

Research Experience as a Part of Graduate Education, Charles F. Code, 
Rochester, Minn. 

Nutrition in Liver Disease, Gordon M. Mindrum, Cincinnati. 

At 9:45 a. m. Friday a session on “Today’s Modified Diets” will 

include the following presentations: 

Understanding and Support of the Patient, C. Knight Aldrich, Chicago. 

Rationale of the Bland Diet, Seymour J. Gray, Boston. 

Chronic Sodium Chloride Toxicity and the Protective Effects of Potassium 
Chloride, George R. Heneely, Nashville, Tenn. 
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uring the concluding session Friday afternoon, Dr. Charles F. 
Wilkinson, New York, will discuss “Obesity and Heart Disease,” 
and Dr. Robert E. Olson, Pittsburgh, will have as his subject 
‘Obesity Among Middle-Aged Men and Women.” 


Cancer Cytology Congress.—The International Cancer Cytology 

Congress will convene at the Drake Hotel, Chicago, Oct. 8-12 

under the sponsorship of the American Society of Clinical 

Pathologists, College of American Pathologists, Inter-Society 

Cytology Council, and the International Union Against Cancer. 

The opening panel discussion on Hospital-Physician Relation- 

ships, Monday, 9:05 a. m., will be followed by an address by 

Dr. William A. D. Anderson, Miami, Fla., president of the 

College of American Pathologists. Other panel discussions will 

include: 

Validity of Uterine Exfoliative Cytology, Cyrus C. Erickson, Memphis, 
Tenn., moderator. 

Man-Power and Woman-Power, Recruitment and Training, Arthur T. 
Hertig, Boston, moderator. 

Cancer Cytology Diagnostic Centers vs. Cancer Cytology Diagnosis at the 
Local Level, Joseph A. Cunningham, Birmingham, Ala., moderator. 

Aspiration Biopsy, John T. Godwin, Atlanta, Ga., moderator. 

Problems in Confirming Cellular Evidence of Cancer, Clyde L. Randall, 
Buffalo, moderator. 


Prognosis in Cancer of the Uterine Cervix as Determined by Histologic and 
Cytologic Methods, John B. Graham, Boston, moderator. 


Thursday morning will be devoted to papers on advances in 
cytology and Thursday afternoon to a symposium, “Carcinoma 
in Situ of the Uterine Cervix,” moderated by Dr. Arthur T. 
Hertig, Boston. An all-day tumor seminar on breast lesions, to 
be presented Friday by the American Society of Clinical Path- 
ologists, will be conducted by Dr. Lauren V. Ackerman, St. 
Louis. Saturday and Sunday will be devoted to workshops and 
refresher courses. The joint banquet, Tuesday, 7 p. m., will be 
preceded by a reception. A roundtable luncheon is scheduled 
for Wednesday, 12:15 p. m., and fellowship hours for 6 p. m. on 
Monday and Wednesday, preceding the annual meetings re- 
spectively of the College of American Pathologists and the 
Inter-Society Cytology Council. The American Society of Clin- 
ical Pathologists will hold its annual meeting Thursday, 8 p. m. 


Meeting on Surgery of Trauma.—The American Association for 
the Surgery of Trauma will hold its 16th annual session Oct. 
4-6 at The Biltmore, Santa Barbara, Calif., under the presi- 
dency of Dr. Warren H. Cole, Chicago. The presidential ad- 
dress Friday will be preceded by a symposium entitled “Trauma 
Incident to High-Speed and High-Altitude Flying,” which will 
be moderated by Major Gen. Dan C. Ogle, M. C., U. S. Air 
Force. Other participants from the U.S. Air Force Medical 
Corps will include Lieut. Col. John P. Stapp, Holloman Air 
Force Base, N. Mex.; Lieut. Col. Andres I. Karstens, Randolph 
Air Force Base, Texas; Col. Robert B. Lewis, New York; Capt. 
Clyde H. Kratochvil, Randolph Air Force Base, Texas; Capt. 
Robert T. P. deTreville, Wright-Patterson Air Force Base, Ohio; 
Col. Harry G. Moseley, San Bernardino, Calif.; and Col. Arthur 
M. Henderson, Medical Service Corps, retired, Santa Monica, 
Calif. The program of 37 papers includes 38 invited partici- 
pants. A cocktail hour at 7 p. m. Friday will precede the ban- 
quet (black tie preferred), at which Lieutenant Colonel Stapp 
will present “Crash Protection in Automobiles.” Ladies and 
guests are invited to the annual dinner. 


FOREIGN 

Symposium on Allergic Diseases.—A symposium on allergic 
diseases will be held at l’Hépital Broussais, 96, rue Didot, Paris 
XIV*, France, Oct. 15-25. The cost of the course is 5,000 francs 
(about $14.50) for the lectures and 10,000 francs for both 
lecture course and practical demonstrations. Applications should 
be sent, and checks made out, to the Clinique Médicale Pro- 
pédeutique de |l’Hépital Broussais. The number of enrollments 
is limited. The 37 presentations will include 16 by Prof. Pas- 
teur Vallery-Radot and 9 by Dr. B. N. Halpern, both of Paris. 


Meeting on Hydatid Disease.—The International Association 
of Hydatidology held its sixth congress at Athens, Greece, Sept. 
14-18, under the sponsorship of King Paul I, with the coopera- 
tion and subsidy of the Greek government and UNESCO. Re- 
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ports were made on “Occupational Hydatidosis,” “The Rupture 
of Hydatic Cysts of the Liver in the Bile Ducts,” “The Rupture 
of Hydatic Cysts of the Liver, Lung, and Bronchi, Present State 
of Surgical Treatment,” and “Hydatidosis from the Socioeco- 
nomic Point of View.” 


CORRECTION 

Report on Medical Education.—The totals in table 26 in the 56th 
Annual Report on Medical Education in the United States and 
Canada, in THe Journat, Aug. 25, page 1661, should read 
“Total Applications.” While the figures in columns 2, 3, and 4 
represent the number of applicants for each school, the totals of 
the columns can represent only the total number of applications. 
Thus, while the total applications for 1955-1956 increased 14% 
over the preceding year, the total number of applicants increased 
only 3%. 





EXAMINATIONS 
AND LICENSURE 








AMERICAN BOARD OF ANESTHESIOLOGY: Part I. Various locations, July. 19. 
Final date for filing application is Jan. 19. Sec., Dr. Curtiss B. Hickcox, 
80 Seymour St., Hartford 15, Conn. 

AMERICAN BoarRp oF DERMATOLOGY: Oral. St. Louis, Oct. 12-15. Final 
date for filing applications was April 1, Sec., Dr. B. M. Kesten, One 
Haven Ave., New York 32. 

AMERICAN Boarp oF INTERNAL MeEpbiciNeE: Written. Oct. 15, 1956. Final 
date for filing application was May 1. Exec. Sec., Dr. William A. Werrell, 
1 West Main St., Madison 3, Wis. 

Subspecialties. Cardiovascular Disease. Chicago, Nov. 30. Final date for 
filing application was June 1. Gastroenterology. Philadelphia, April 5-6. 
Final date for filing application is March 1. 

AMERICAN Boarp OF NEUROLOGICAL SURGERY: Examination given twice 
annually, in the spring and fall. In order to be eligible a candidate must 
have his application filed at least six months before the examination time. 
Sec., Dr. Leonard T. Furlow, Washington University School of Medicine, 
St. Louis 10. 

AMERICAN Boarp or OpsTETRICS AND Gyneco.ocy: Part I. Various cities 
of the United States, Canada, and military centers outside the Conti- 
nental United States, Feb. 1. Candidates must submit case reports to the 
office of the Secretary within thirty days of being notified of their eligi- 
bility to Part I. Part II. Chicago, May 16-25. Request for reexamination 
in Part II must be received prior to Feb. 1. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, Ohio. 

AMERICAN BOARD OF OPHTHALMOLOGY: Oral. St. Louis, Oct. 20-24. 
Written. Jan. 21. Final date for filing application was July 1. Oral. New 
York, May 23-27; Chicago, Oct. 7-11. Sec., Dr. Merrill J. King, Box 236, 
Cape Cottage Branch, Portland 9, Maine. 

AMERICAN Boarp OF ORTHOPAEDIC SuRGERY: Oral. Part II. Chicago, Jan- 
uary 1957. Final date for filing application was Aug. 15. Sec., Dr. Sam 
W. Banks, 116 South Michigan Ave., Chicago 3. 

AMERICAN Boarp OF OTOLARYNGOLOGY: Written and Oral. Chicago, Oct. 
8-11. Sec., Dr. Dean M. Lierle, University Hospitals, lowa City. 

AMERICAN Boarp oF PaTHOoLocy: Written for Pathological Anatomy and 
Clinical Pathology, Oct. 4-6. Final date for filing application was Sept. 1. 
Sec., Dr. Edward B. Smith, 1040-1232 W. Michigan St., Indianapolis 7. 

AMERICAN Boarp or Pepratnics: Oral. Part II. New York City, Oct. 12-14, 
and San Francisco, Dec, 7-9. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

AMERICAN Boarp OF PuysicaAL MEDICINE AND REHABILITATION: Parts I 
and II. New York City, June 8-9. Final date for filing application is 
March 1. Sec., Dr. Earl C. Elkins, 200 First St., S.W., Rochester, Minn. 

AMERICAN Boarp oF PLastic SunGERY: Miami, Oct. 17-19. Corres. Sec., 
Mrs. Estelle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN BoarD OF PREVENTIVE Mepicine: Oral and Written. Public 
Health. Philadelphia, Nov. 8-10. Sec., Dr. Ernest L. Stebbins, 615 N. 
Wolfe St., Baltimore, Md. 

AMERICAN BOARD OF PsyCHIATRY AND Neuro iocy: Oral. New York, Dec. 
10-11 and New Orleans, Mar. 18-19. Final date for filing application is 
Sept. 10. Sec., Dr. David A. Boyd, Jr., 102-110 Second Ave., S.W., 
Rochester, Minn. 

AMERICAN Boarp or Rapro.ocy: Los Angeles, Sept. 30-Oct. 4. Final date 
for filing application was June 1. Tampa, Apri] 1-6. Final date for filing 
application is Jan. 1. Washington, Sept. 23-28. Final date for filing ap- 
plication was June 1. Sec., Dr. B. R. Kirklin, Kahler Hotel Bidg., Roches- 
ter, Minn. 

AMERICAN Boarp oF Surncery: Part I. Various centers throughout the 
United States and in certain military centers abroad, Oct. 31. Part II. 
Rochester, Minnesota, Oct. 15-16; New Haven, Nov. 19-20; Kansas City, 
Kan., Dec. 10-11; Los Angeles, Jan. 14-15; San Francisco, Jan. 17-18; 
Houston, Feb. 18-19; Nashville, Mar. 11-12; Boston, April 8-9, and 
New York, June 10-11. 

AMERICAN Boarp OF Unorocy: February 1957. Sec., Dr. William Niles 
Wishard, 1711 N. Capital Ave., Indianapolis 7. 

Boarp or THoracic Suncery: Written. Various centers throughout the 
country, February 1957, and the closing date for registration is Dec. 1, 
1956. Sec., Dr. William M. Tuttle, 1151 Taylor Ave., Detroit 2. 
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GOVERNMENT SERVICES 








NAVY 


Naval Summer Training for Medical Students.—-One hundred 
eighty-two ensigns (medical) are participating in summer 
cruises at 16 naval teaching hospitals and nine naval medical 
research activities. These trainees are students in medical schools 
during the regular school term and during the summer months 
are participating in the 60-day clinical clerkship and research 
clerkship training that is a part of the Navy’s ensign (medical) 
program. In addition to receiving the full pay and allowances of 
their rank, these officers receive excellent on-the-job training 
commensurate with their professional attainments while serving 
at either a naval hospital or naval medical research activity. 
These programs begin July 1 of each year and end June 30 of 
the subsequent year. 


Exhibit at Air Show.—Representing the Bureau of Medicine and 
Surgery, Commander Carl E. Wilbur, M. C., presented an exhibit 
at the National Air Show in Oklahoma City, Sept. 1-3, 1956. 
This presentation featured the latest developments in Navy 
aviation, clothing, and personnel equipment. The following items 
were displayed: static vibrating and pulsating back and seat 
pads, mine safety flight helmet, antiexposure suits, oxygen breath- 
ing equipment, and summer-winter flight suits and two-piece 
suits. The Air Crew Equipment Laboratory, U. S. Naval Air 
Material Center, Philadelphia, loaned material for the exhibit. 
Chief Parachute Rigger William H. Hanggeli, from the Material 
Center, assisted in assembling and monitoring the exhibit. 


Fourth Naval District Symposium.—The seventh Annual Military 
Medico-Dental Symposium under the auspices of the Comman- 
dant, Fourth Naval District, will be held at the U. S. Naval 
Hospital, Philadelphia, Oct. 22-27, 1956. The theme of the sym- 
posium is “The Medical Aspects of Hemispherical Defense,” and 
the. program has been planned to provide reserve and regular 
medical department officers with information regarding current 
concepts in varied fields of endeavor in the medical and dental 
services of the armed forces. 


PUBLIC HEALTH SERVICE 


The New Health Research Facilities Act.—The President has 
signed the Health Research Facilities Act of 1956, which author- 
izes the appropriation of funds to assist in financing the construc- 
tion of facilities for research in the sciences related to health, 
which the act defines as including medicine, osteopathy, den- 
tistry, and public health and fundamental and applied sciences 
when related thereto. The assistance is to be in the form of 
grants-in-aid to public and nonprofit institutions on a basis of not 
more than 50% for the federal share. Items not creditable for 
matching purposes include (1) costs for the acquisition of land 
or off-side improvements and (2) obligations made prior to the 
award of the research facilities grant concerned. Congress has 
now appropriated 30 million dollars to the Public Health Service, 
Department of Health, Education, and Welfare, for this pro- 
gram. 

The funds are to be used to provide additional research 
facilities through the construction and/or equipping of new 
buildings or the expansion, remodeling, alteration, and/or equip- 
ping of existing buildings. The new law provides for the appoint- 
ment of a national advisory council on health research facilities, 
which is expected to meet in the near future to establish policies 
and approve regulations for the administration of the new pro- 
gram. The surgeon general is not permitted to award a research 
facilities grant-in-aid that has not previously been approved by 
the council. Additional information will be supplied on request 
to the Division of Research Grants, National Institutes of Health, 
Public Health Service, Bethesda 14, Md. 


Summer Students.—Seventy-seven medical and dental students 
from 23 approved four-year professional schools are spending 
the summer months at hospitals, research laboratories, and other 





J.A.M.A., September 29, 1956 


facilities of the U. S. Public Health Service participating in an 
annual summer student training program. Assignments under 
this program are open each year to students who complete either 
their sccond or third year of professional education on or be- 
fore July 1 and who are interested in becoming reserve officers 
in the service’s commissioned corps. 

Students who are selected for employment are offered com- 
missions as reserve officers in grades equivalent to those held by 
officers in the armed services. They are then placed on active 
duty for a period not to exceed 120 days. Opportunities for 
either internship or active duty on completion of intern training 
are made available to qualified students. 

The service said the purpose of the summer employment pro- 
gram is (1) to. stimulate the interest of promising students in 
careers in the Public Health Service; (2) to enable students to 
further their professional knowledge while being gainfully em- 
ployed; (3) to give students an opportunity to increase their 
understanding of and interest in the functions of government and 
independent public health agencies; and (4) to provide the 
service with competent help during the summer months. 


New Water Pollution Act.—Preliminary information on the opera- 
tion of the new Federal Water Pollution Act has been released 
by Surgeon General Leroy E. Burney. Among other things, the 
new law authorizes federal grants to municipalities to assist in 
the construction of sewage treatment works as a pollution control 
and water conservation measure. The act also authorizes a five- 
year program of grants to states and to interstate water pollution 
control agencies to assist in developing their own pollution con- 
trol operations. A revised federal enforcement procedure for 
control of interstate pollution and greater federal support of 
water pollution research are among other important provisions 
of the act. 

Secretary Marion B. Folsom of the Department of Health, 
Education, and Welfare has written the governors of all states 
and territories calling attention to the seriousness of the water 
pollution problem and requesting their active cooperation in 
carrying out the cooperative state-federal provisions of the new 
legislation during the current fiscal year. 


Reserve Officers Appointed.—The U. S. Public Health Service 
announced on Aug. 26 the appointment of 98 physicians, nurses, 
sanitary engineers, and pharmacists to the inactive reserve com- 
ponent of its commissioned officer corps. These officers are 
among the specialists to be appointed under the service’s pro- 
gram to organize and train health and medical personnel through- 
out the United States and its territories for emergency duty in 
times of national crisis. These officers will serve in the capacities 
for which their professional training and experience have fitted 
them. They will be called out principally to reinforce the staffs 
of official state and local health agencies and to augment the 
Public Health Service operating staff. 


Training in Neurological Diseases.—The National Institute of 
Neurological Diseases and Blindness announces that funds are 
being made available to medical schools to strengthen clinical 
programs in advanced training in the neurological diseases. The 
purpose is to stimulate the interest of young physicians and 
scientists in careers as teachers and investigators. Training grants 
also are available to basic science departments to expand post- 
doctoral training programs in the neurological sciences. Informa- 
tion, together with application forms, may be obtained from the 
Chief, Extramural Programs, National Institute of Neurological 
Diseases and Blindness, National Institutes of Health, Bethesda 
14, Md. 


Dr. Bauer Appointed Deputy Chief.—Dr. Theodore J. Bauer, for 
the past three years chief of the Communicable Disease Center 
in Atlanta, Ga., has been named deputy chief of the Bureau of 
State Services, replacing Dr. Leroy E. Burney, who was recently 
appointed surgeon general. Dr. Bauer was venereal disease con- 
trol officer for the Chicago Board of Health from 1942 to 1948 
and chief of the venereal disease division of the Public Health 
Service in Washington from 1948 to 1953. 
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DEATHS 


Bryant, William Sohier, New York City; born in Boston May 15, 
1861; Harvard Medical School, Boston, 1888; secretary, Section 
on Laryngology and Otology from 1905 to 1908, when he be- 
came Chairman, serving until 1909, and in 1912 member of the 
House of Delegates of the American Medical Association, of which 
he was an associate member; member of the American Laryngo- 
logical, Rhinological and Otological Society, Boylston Medical 
Society, Boston Medical Library Association, Association of Mili- 
tary Surgeons of the United States, and the American Otological 
Society; fellow of the American College of Surgeons; specialist 
certified by the American Board of Otolaryngology; veteran of 
the Spanish-American War; during World War I was with the 
British forces as contract surgeon in charge of the Royal Victoria 
Hospital, London, England, and otolaryngologist for the British 
Red Cross Hospital at Netley, England; later served also with the 
French forces, and finally with the American Red Cross Military 
Hospital in Paris, France, and with the American Red Cross in 
Italy; retired as a colonel in the Officers Reserve Corps; began 
practice in Boston, where he was aural surgeon at the Boston 
Dispensary, assistant in anatomy and otology at Harvard Medical 
School, and senior assistant surgeon at the Massachusetts Eye 
and Ear Infirmary; formerly on the faculty of Columbia Uni- 
versity College of Physicians and Surgeons, Cornell University 
Medical College, and the New York University Post-Graduate 
Medical School and Hospital; served on the staffs of the New 
York Eye and Ear Infirmary, the Presbyterian Hospital, and the 
Manhattan State Hospital; held the French Legion of Honor, 
Order of the Crown of Italy, and Grand Cross of the Order of 
St. John the Baptist; awarded the Grand Cross Order of St. 
John of Jerusalem; belonged to many American patriotic groups, 
including the Society of Mayflower descendants and the Sons of 
the Revolution; author of many articles pertaining to his field; 
died in the Mount Auburn Hospital, Cambridge, Mass., June 26, 
aged 95, of injuries received in an automobile accident. 


Austrian, Charles Robert ® Baltimore; born in Baltimore May 28, 
1885; Johns Hopkins University School of Medicine, Baltimore, 
1909; since 1950 associate professor emeritus of medicine at his 
alma mater, where he was assistant instructor and associate in 
medicine from 1910 to 1923, when he became associate profes- 
sor of medicine; past-president of the Johns Hopkins Medical 
Society, Baltimore City Medical Society, and the Medical and 
Chirurgical Faculty of Maryland, of which he was formerly coun- 
cilor; member of the Association of American Physicians, Ameri- 
can Society for Clinical Investigation, American Trudeau Society, 
American Clinical and Climatological Association, Southern 
Medical Association, and the American Association of Patholo- 
gists and Bacteriologists; specialist certified by the American 
Board of Internal Medicine; medical advisor to the state director 
of the Selective Service System and during World War II served 
on the Civilian Mobilization Committee; physician-in-chief at the 
Sinai Hospital from 1921 to 1944 and since 1947 chief medical 
consultant; member of the staff of the Union Memorial Hospital 
and the Hospital for Women; since 1915 visiting physician at the 
Johns Hopkins Hospital, where he was formerly chairman of the 
medical advisory board; at one time a member of the state board 
of welfare; past-president and member of the board of trustees 
of the Park School; in 1935 was presented with the gold medal of 
the Phi Lambda Kappa medical fraternity, the medal awarded 
annually to the “Jewish physician considered as having contrib- 
ited most to medical science in the preceding year”; served as 
: member of the board of trustees, Peabody Conservatory of 
\fusic and the Baltimore Symphony Orchestra; on the editorial 
hoard, Bulletin of Johns Hopkins Hospital; died July 13, aged 71, 
of coronary thrombosis. 


Loeb, Virgil © St. Louis; born in Columbia, Mo., Feb. 28, 1883; 
St. Louis University School of Medicine, 1906; also a dentist; 
professor emeritus of pathology at Washington University School 
of Medicine, where he was lecturer on stomatology; professor of 
oral surgery at St. Louis University from 1907 to 1919; professor 





@ Indicates Member of the American Medical Association. 


of stomatology at the Washington University Dental School from 
1921 to 1934; fellow of the International College of Dentists, 
American Academy of Periodontology, and the American Asso- 
ciation for the Advancement of Science; chairman, Section on 
Stomatology of the American Medical Association, 1912-1913; 
past-president of the St. Louis Dental Society and the Missouri 
Dental Association; member of the American Public Health 
Association, American Society for Dentistry for Children, Federa- 
tion Dentaire Internationale, Phi Beta Pi, Delta Sigma Delta, 
Omicron Kappa Upsilon, and Pi Gamma Mu; during World 
War I was a major in the Medical Corps of the U. S. Army and 
a consultant in facial surgery at Mesves Hospital Center in 
France; member of the staffs of the Evangelical Deaconess, St. 
Louis Maternity, St. Louis Children’s, and Jewish hospitals; died 
June 26, aged 73. 


Medlar, Edgar Matthias, Tupper Lake, N. Y.; born in Ohiowa, 
Neb., March 9, 1887; Harvard Medical School, Boston, 1913; 
specialist certified by the American Board of Pathology; member 
of the American Trudeau Society, American Association of 
Pathologists and Bacteriologists, and the American Society for 
Experimental Pathology; associate professor of pathology at 
Columbia University College of Physicians and Surgeons in New 
York City; formerly associate professor of pathology at the Uni- 
versity of Wisconsin Medical School in Madison; veteran of 
World War I; in 1954 received the Trudeau medal, the annual 
award of the National Tuberculosis Association, for his contri- 
butions in tuberculosis research; for 25 years connected with 
the Metropolitan Life Insurance Company as director of the 
Hegeman Memorial Research Laboratory at Mount McGregor 
Sanatorium in Mount McGregor, N. Y.; served as principal 
pathologist for the New York State Tuberculosis Service at 
Hermann M. Biggs Memorial Hospital in Ithaca; pathologist at 
the Veterans Administration Hospital in Sunmount, where he 
died June 30, aged 69, of coronary thrombosis. 


Blumenthal, Robert Warren ®@ Milwaukee; born in Columbus, 
Aug. 28, 1881; College of Physicians and Surgeons of Chicago, 
School of Medicine of the University of Illinois, 1904; specialist 
certified by the American Board of Internal Medicine; formerly 
on the faculty of the Marquette University School of Medicine; 
past-president of the Medical Society of Milwaukee County and 
the Milwaukee Academy of Medicine; at one time councilor of 
the 12th District of the State Medical Society of Wisconsin; fel- 
low of the American College of Physicians; veteran of World 
War I; prior to his retirement served on the staffs of St. Luke’s, 
Evangelical Deaconess, and Milwaukee County hospitals; for 
many years editor of the Milwaukee Medical Times; died July 1, 
aged 74, of heart disease and diabetes mellitus. 


Mallon, Francis Edward @ Brooklyn, N. Y.; born in Brooklyn 
June 18, 1895; Long Island College Hospital, Brooklyn, 1919; 
clinical associate professor of ophthalmology at his alma mater, 
now known as the State University of New York College of 
Medicine; specialist certified by the American Board of Ophthal- 
mology; member of the American Academy of Ophthalmology 
and Otolaryngology; fellow of the American College of Surgeons; 
past-president of the Brooklyn Ophthalmological Society; active 
in the founding of the Catholic Physicians Guild of Brooklyn; 
surgeon on the staff of the Brooklyn Eye and Ear Hospital; con- 
sulting ophthalmologist at St. Mary’s Hospital; died in Avon, 
N. J., June 24, aged 61. 


Brooks, Clark David ®@ Detroit; born in Southfield, Mich., Aug 
10, 1878; Detroit College of Medicine, 1905; served on the 
faculty of his alma mater, now known as Wayne University 
College of Medicine; fellow of the International College of Sur- 
geons and the American College of Surgeons; specialist certified 
by the American Board of Surgery; formerly member of the city 
beard of education; veteran of World War I; on the staffs of the 
City of Detroit Receiving Hospital, Woman's Hospital, Harper 
Hospital, and the Highland Park (Mich.) General Hospital; 
died May 28, aged 77, of coronary thrombosis. 
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Laws, James Warren ® E] Paso, Texas; Memphis (Tenn. ) Hos- 
pital Medical College, 1898; member of the American College of 
Chest Physicians and the American Trudeau Society; fellow of 
the American College of Physicians; past-president of the El Paso 
County Medical Society; employed by the City-County Health 
Department as director of El Paso tuberculosis control and in 
charge of the tuberculosis department of the City-County Hos- 
pital, now El] Paso General Hospital, from 1938 to 1951; at one 
time medical director of the Hendricks-Laws Sanatorium; died 
June 15, aged 82, of heart disease. 


Ambrose, Charles Seward, Visalia, Calif.; St. Louis College of 
Physicians and Surgeons, 1904; served as health officer of Tulare 
County; died June 25, aged 78. 


Atwood, Charles Herbert, Grants Pass, Ore.; Hahnemann Medi- 
cal College of the Pacific, San Francisco, 1902; died June 2, aged 
75. 

Austin, De Witt Ray ® Charlotte, N. C.; Jefferson Medical Col- 
lege of Philadelphia, 1917; died July 2, aged 64, of ventricular 
fibrillation and hypertension. 


Bredehoft, Julius Curt ® Boerne, Texas; Medico-Chirurgical 
College of Kansas City, Mo., 1900; died May 14, aged 79, of 
carcinoma of the right lung. 


Carpenter, Claire Harold ®@ Detroit; the Hahnemann Medical 
College and Hospital, Chicago, 1918; for many years associate 
director of the Grace Hospital, Northwestern Branch, where he 
died June 27, aged 63, of coronary disease. 


Casto, Charles Clayton ® Cleveland; Western Reserve Univer- 
sity School of Medicine, Cleveland, 1921; on the staffs of the 
Huron Road and St. Luke’s hospitals; died July 1, aged 68, of 
congestive heart disease. 


Chimene, Eugene Opet, Forest Hills, N. Y.; Rush Medical Col- 
lege, Chicago, 1919; member of the Medical Society of the State 
of New York; died June 26, aged 60, of coronary arteriosclerosis. 


Crawford, James Davidson ® New Castle, Pa.; Harvard Medical 
School, Boston, 1924; veteran of World War I; a director of the 
First Federal Savings and Loan Association; trustee of the 
Westminster College in New Wilmington; founding fellow of the 
American College of Obstetrics and Gynecology; died July 18, 
aged 57. 


Gellenbeck, Albert Henry, Cincinnati; University of Cincinnati 
College of Medicine, 1933; member of the Ohio State Medical 
Association; on the staff of the Good Samaritan Hospital, where 
he died June 13, aged 58, of heart disease. 


Howley, Ambrose N., Norfolk, Neb.; Lincoln (Neb.) Medical 
College of Cotner University, 1907; served on the faculty of his 
alma mater; died June 4, aged 72, of cancer. 


Johnston, Kenneth Lawrence ® Oskaloosa, Iowa; University of 
Illinois College of Medicine, Chicago, 1914; fellow of the Ameri- 
can College of Surgeons; formerly vice-president of the Iowa 
State Medical Society; on the staff of the Mahaska County Hos- 
pital, where he died June 9, aged 65, of cerebral metastasis from 
carcinoma of the bladder. 


Jordan, Ralph Ensign © Emporia, Kan.; University of Kansas 
School of Medicine, Kansas City, 1940; member of the American 
Academy of General Practice; veteran of World War II; on the 
staffs of St. Mary’s Hospital and the Newman Memorial County 
Hospital, where he died July 10, aged 39, of bulbar poliomyelitis. 


King, Charles Royal ® Toledo, Ohio; Toledo Medical College, 
1907; member of the American Academy of Ophthalmology and 
Otolaryngology; fellow of the American College of Surgeons; 
veteran of World War I; for many years member of the board of 
directors of the University of Toledo; at various times on the 
staffs of the St. Luke’s and Riverside hospitals, and St. Vincent’s 
Hospital, where he died June 22, aged 70. 


King, Edgar Addison ® Minneapolis; Chicago Homeopathic 
Medical College, 1887; Rush Medical College, Chicago, 1895; 
veteran of World War I; affiliated with the health department of 
the city of Minneapolis; on the staffs of St. Mary’s and North- 
western hospitals; died in Eitel Hospital June 1, aged 91, of 
cerebral thrombosis. 
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Kinsella, Michael Allen, New Britain, Conn.; Tufts College 
Medical School, Boston, 1912; fellow of the American College of 
Surgeons; served on the staffs of the Bradley Memorial Hospital 
in Southington and the New Britain General Hospital, where he 
died June 28, aged 72. 


Komaroff, Hyman M. ® Brooklyn, N. Y.; Long Island College 
Hospital, Brooklyn, 1916; on the staff of the Crown Heights 
Hospital; died May 31, aged 67, of coronary disease. 


Kurtz, Clarence Suplee, Malvern, Pa.; Bellevue Hospital Medical 
College, New York City, 1890; an associate member of the 
American Medical Association; member of the Medical Society 
of the State of Pennsylvania; veteran of World War I; member 
of the staff of the County Branch of Rush Hospital for Consump- 
tion and Allied Diseases; formerly a member of the Malvern 
Library and the Malvern Fire Company; died May 15, aged 89. 


Lacey, R. C., Centerville, Texas; Missouri Medical College, St. 
Louis, 1890; died in Crockett June 7, aged 88, of myocardial 
infarction. 


Lamb, Jay Hugh, St. Louis; Georgia College of Eclectic Medi- 
cine and Surgery, Atlanta, 1914; died in the Lutheran Hospital 
July 5, aged 67, of chronic myocarditis and chronic hypertrophic 
arthritis, 


Leenhouts, Abraham ® Holland, Mich.; University of Michigan 
Department of Medicine and Surgery, Ann Arbor, 1891; 
veteran of World War I; for many years member of the board of 
education; served as campus physician at Hope College; honor- 
ary member of the staff of the Holland City Hospital, where he 
died July 3, aged 89, of cancer of the stomach and liver. 


Leinwand, Irving ® New York City; Rush Medical College, 
Chicago, 1937; interned at the Sydenham Hospital; veteran of 
World War II; served on the staffs of Bellevue and St. Clare’s 
hospitals; on the staff at the University Hospital, where he died 
July 13, aged 45. 


Lemay, Alfred Mederic, Brockton, Mass.; Tufts College Medical 
School, Boston, 1913; member of the Massachusetts Medical 
Society; school physician; died June 3, aged 68, of pulmonary 
embolism. 


Leone, Vincent David, Eggertsville, N. Y.; University of Buffalo 
School of Medicine, 1925; an associate member of the American 
Medical Association; fellow of the American College of Surgeons; 
past-president of the Niagara County Medical Society and the 
Tuberculosis Association of Niagara County; veteran of World 
War II; on the staff of the Niagara Falls (N. Y.) Memorial 
Hospital; died in the Veterans Administration Hospital, Buffalo, 
July 6, aged 55, of pneumonia and paralysis agitans. 


Light, Arthur John ® Cincinnati; Medical College of Ohio, Cin- 
cinnati, 1908; on the staff of the Deaconess Hospital, where he 
died June 12, aged 71, of cerebral hemorrhage and Parkinson’s 
disease. 


Livermore, Ira Warner, Gowanda, N. Y.; University of Buffalo 
School of Medicine, 1899; an associate member of the American 
Medical Association; for many years school physician; during 
World War I served as a major first with the Army Medical 
Corps in the United States and later with the Royal Medical 
Corps in England; honorary member, medical staff at the Tri- 
County Memorial Hospitai, where he died June 27, aged 84, of 
arteriosclerosis and uremia. 


Lufburrow, Charles Bromwell, Plainfield, N. J.; Baltimore Medi- 
cal College, 1897; served as city physician and president of the 
board of health; an associate member of the American Medical 
Association; first emeritus consultant surgeon, formerly chief 
surgeon and president of the medical board at the Muhlenberg 
Hospital, where he died June 27, aged 83, of mediastinal tumor. 


McCord, Malcolm Christian ® Denver; University of Michigan 
Medical School, Ann Arbor, 1945; instructor in medicine, Uni- 
versity of Colorado School of Medicine; specialist certified by the 
American Board of Internal Medicine; certified by the National 
Board of Medical Examiners; captain, Army of the United States, 
from 1946 to 1948; served on the staffs of the Colorado General 
and Denver General hospitals; died May 27, aged 35. 
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FOREIGN LETTERS 


BRAZIL 


Dementia Paralytica Juvenilis—Dr. Waldemar Cardoso, of the 
Juquery Psychiatric Hospital, Sao Paulo, reported to the 
Associacao Paulista de Medicina on a series of 45 patients with 
dementia paralytica, whose age on admission varied between 7 
and 26 years. The diagnostic criteria used were (1) syphilis in 
one of the parents; (2) syphilis in the patient; (3) early onset of 
the disease; (4) absence of history of sexual contact; (5) physical 
stigmas of congenital syphilis; and (6) serologic findings of 
neurosyphilis. Most patients did not fulfill all six criteria, but the 
presence of the third, sixth, and at least one other was required. 
The speaker concluded that the ratio between male and female 
patients was about 7:10. The age at the onset was most frequent- 
ly between 11 and 20 years (range 5 to 23 in this series). 
Maternal syphilis was proved in 28 patients. Nonsyphilitic neuro- 
psychopathies were present in members of the immediate family 
of 28 patients, with alcoholism predominating. Physical and 
mental anomalies of development were noted in the case history 
of 32. The onset may be insidious (in patients previously showing 
mental deficiency) or acute (in those who were mentally nor- 
mal). Neurological accidents consequent to other early manifes- 
tations of neurosyphilis were present in 16 patients, with 
convulsions and paralyses predominant. The most frequent physi- 
cal stigmas of congenital syphilis were dental malformations and 
anomalies of skeletal development. The neurological examination 
revealed alterations of the patellar and achillean reflexes in 40 
patients, other frequent neurological findings being dysarthria, 
tremor, and disturbed equilibration. Argyll-Robertson’s sign was 
present in 37. The most frequent clinical form was simple demen- 
tia. The incidence of taboparesis in dementia paralytica juvenilis 
is lower than in the adult form. Half of the patients obtained 
good results with malariotherapy followed by specific chemo- 
therapy, but from the qualitative standpoint the results were 
inferior to those observed in the adult form, with only three 
patients showing complete remission. The therapeutic results 
were more favorable in direct ratio to the normality of mental 
development up to the onset of the disease, to the lateness of the 
onset, and to the promptness of beginning treatment. 


Percutaneous Splenoportography and Splenomanometry.—Dr. 
Ary L. de Almeida and co-workers in Revista do Hospital das 
clinicas (11:135, 1956) reported that they performed 147 
splenoportographies on 112 patients, with only one fatal hemor- 
rhage. This occurred in a patient who had a malignant reticulo- 
endotheliosis. Material was obtained from normal spleens and 
from those of patients with various types of splenomegaly, 
several types of hepatic cirrhosis, extrahepatic portal obstruction, 
and portocaval shunt. The authors concluded that percutaneous 
splenoportography permits a good evaluation of circulatory con- 
ditions in portal territory, disclosing the different changes pro- 
duced by hepatic and prehepatic conditions and furnishing 
information that may lead to adequate therapy. Percutaneous 
intrahepatic manometry was performed on 97 persons, some 
normal and some with various types of splenomegaly, congestive 
heart failure, several types of cirrhosis, extrahepatic portal ob- 
struction, and portocaval shunt. Comparing data obtained before, 
during, and after the opening of the abdomen, the authors found 
that the pressure falls during anesthesia and with the opening of 
the abdominal wall. When measured with the abdominal wall 
open, intrasplenic and portal pressures were found to be identical. 
On this basis the authors judge transcutaneous splenomanometry 
a good method for the evaluation of portal pressure. 


Complications in Operations on the Thyroid.—Drs. Josias de 
Andrade Sobrinho and E. Salvador Sapia reported in Revista 
paulista de medicina (48:425, 1956) a study on complications 
after 143 operations on the thyroid. They recognized two groups 
of complications. The first group, depending on hyperthyroidism 
and to a certain extent poor preoperative care, included mainly 





the postoperative thyrotoxic crises and, in lesser degree, operative 
hemorrhages. The second group, depending on difficulties or 
technical faults, included lesions of the laryngeal nerves, post- 
operative hemorrhages, and hypoparathyroidism. 


INDIA 


Impulse Generation in the Atrioventricular Node.—Das and 
Arora (Indian J. M. Sc. 10:255, 1956) gave epinephrine, levar- 
terenol, acetylcholine, and atropine to 35 dogs. The actions 
of the autonomic agents on the impulse generation in sinoauric- 
ular and atrioventricular nodes were similar qualitatively but 
different quantitatively. Following atropinization, the heart rate 
increased by 21.6% in sinoauricular rhythm and 5.5% in atrio- 
ventricular rhythm, showing low vagal tone in the atrioventric- 
ular node. The atrioventricular node showed more response to 
acetylcholine and less to cardioaccelerators than did the sino- 
auricular node. Cardioaccelerators and sometimes atropine 
changed atrioventricular rhythm with simultaneous atrial and 
ventricular activation to atrioventricular rhythm with preceding 
atrial activation. The actual mechanism could not be conclusively 
demonstrated. 


Chloramphenicol, Bone Marrow, and Typhoid.—M. J. Shah and 
co-workers (Journal of the Association of Physicians of India, vol. 
4, April, 1956) reported a series of 24 patients with blood cul- 
tures positive for typhoid and/or a positive Widal test. Blood cell 
counts and bone marrow studies were made on the day of admis- 
sion. The patients were then given chloramphenicol. An average 
of 15 gm. of the drug was given in 10 or 11 days. During this 
period, peripheral blood cell counts were made every fourth day 
and bone marrow studies were repeated on the last day of the 
drug therapy. In eight patients there was bone marrow depres- 
sion before the start of the treatment, probably due to typhoid 
toxemia, the total leukocyte count being below 25,000 per cubic 
millimeter; however, the differential count was within normal 
limits. In all these patients there was marked improvement in the 
total blood cell count at the end of treatment. In three the bone 
marrow was initially normal but showed a depression after treat- 
ment with chloramphenicol; two showed a megaloblastic reaction 
in a second marrow study, while in three others the marrow was 
not affected quantitatively but there was selective depression of 
either the erythroid or myeloid series or both. Nine patients 
showed no change, quantitative or qualitative. In the second, 
third, and fourth groups the drug seems to have been responsi- 
ble for the bone marrow depression. In five of these patients, the 
peripheral blood findings remained unaltered while two showed a 
megaloblastic reaction. Since bone marrow shows evidence of 
early hypoplasia in the absence of peripheral blood changes, a 
routine study of the bone marrow would seem to help in ear!y 
detection of patients whose hemopoietic system may show hyper- 
sensitivity to chloramphenicol. 


Home for Blind.—The first industrial home for blind adults will 
be opened soon in Bombay. In the first year, 50 inmates will be 
admitted. Facilities for training in weaving, cane-work, basketry, 
brush-making, music, and braille will be provided. Preference 
will be given to the blind from the rural areas, and they will be 
given intensive training in agriculture, poultry raising, and allied 
occupations. There are 70 institutions for the blind in India, of 
which over 60 are limited to the blind under the age of 18 and 
none provide agricultural training. Facilities for training the 
adult blind are grossly inadequate, but the necessity for such 
training is now recognized. 


Plasma Cell Mastitis—G. V. Talwalkar reported 12 cases of 
plasma cell mastitis in a series of 2,061 breast specimens ex- 
amined (Indian J. M. Sc. 10:375, 1956). In 8 of the 12 cases, 
frozen sections were made at the time of operation. All but one of 
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the 12 patients had borne children. In all cases the presence of a 
mass in the breast brought the patient to the hospital. Only three 
complained of pain. There was a white discharge from the nipple 
in one of these. The nipple was retracted in three. The mass was 
fixed to the skin in three, and one had the so-called pigskin ap- 
pearance. The lump was present usually behind and around the 
areola. It was firm or hard, with well-defined margins. Axillary 
lymph nodes were palpable in six patients. Two of the 12 pa- 
tients were thought to have plasma cell mastitis on the basis of 
signs and symptoms of acute inflammation; 5 were thought to 
have carcinoma clinically; 2 had a diagnosis of chronic mastitis; 
one was thought to have an acute abscess; and in one patient the 
diagnosis lay between carcinoma, tuberculous mastitis, and fibro- 
adenoma. In two of the eight cases in which frozen sections were 
made, a diagnosis of plasma cell mastitis was suggested; one was 
found to be chronic mastitis; in three only a chronic inflammatory 
process could be seen; in one an erroneous diagnosis of carci- 
noma was made; and diagnosis was deferred in the remaining 
case. The cut surface in six specimens showed scattered white 
areas suggestive of chronic mastitis; four showed small soft ne- 
crotic yellow-brown areas; and the remaining two showed an 
abscess cavity filled with thick yellow purulent material. Micro- 
scopically all showed a predominance of plasma cells. Besides 
these, large macrophages were also conspicuous. Lymphocytes, 
neutrophils, and sometimes eosinophils were seen. The epithelial 
cells .* the duct were regular in shape and size. Occasionally 
plasma cells of varying sizes with hyperchromic nuclei and bi- 
nucleate forms were encountered. In eight patients, local excision 
of the mass was performed, and in the remaining four a mastec- 
tomy was performed. Local recurrence occurred in only one of 
these patients. Malignant changes are rarely associated with this 
condition, but local recurrence of the inflammatory process is not 
uncommon. 


Piperazine for Threadworms.—C. J. Modi and co-workers gave a 
syrup containing 100 mg. of piperazine hexahydrate per cubic 
centimeter to a series of 24 patients with threadworm infestation 
(Indian J. M. Sc. 10:278, 1956). Piperazine is believed to act by 
inducing a state of narcosis in the worms. Twenty-two of the pa- 
tients were given 50 mg. of the drug per kilogram of body 
weight, the drug being administered twice a day in equal doses 
on an empty stomach, with administration continued for seven 
days. This was followed by a rest period of one week, after which 
the treatment was repeated for another seven days. Fifteen pa- 
tients took this full course of treatment. Of these, 11 were cured, 
3 achieved only symptomatic relief, and one was not improved. 
Seven patients took an inadequate amount of the drug. Two pa- 
tients were given 75 mg. per kilogram of body weight per day 
for 10 and 14 days respectively. The first of these showed ova in 
the stools 21 days after the end of treatment and the second was 
ova-free when seen 40 days after termination of the treatment. 
The general pattern of response was much the same in most of 
the patients. Worms appeared in great numbers in the stools on 
the second and third day of treatment, and by the end of the 
- fourth day most of the patients were symptom-free. For a com- 
plete eradication of infestation, treatment for a period of less than 
14 days is generally not effective. Even with the full course of 
treatment, piperazine therapy is effective in only about 73% of 
the patients. 


ITALY 


Abortion Due to Psychic Trauma.—The frequency of abortion 
due to psychic trauma is less than is generally believed. The 
pathogenesis and the typical clinical manifestation are stil] not 
clearly defined. In order to throw more light on these two points, 
Professor Meloni reported on two cases in Rivista di ostetricia e 
ginecologia (no. 1, 1956). One might think that violent emo- 
tions would cause an abrupt neurovegatative response that at 
first is mainly adrenergic, with contraction of the cervical muscles 
and ischemia of the uterus followed by a cholinergic response, 
with dilatation of the cervix and congestion due to stases at the 
level of the uterodecidual region. The two cases observed by the 
author demonstrated the importance of such complementary 
causal factors as hyperthyroidism and neurovegative lesions. 


J.A.M.A., September 29, 1956 


Meeting of Neurologists.—The Italian Neurological Society held 
its 12th annual meeting in Padua in April. Professor Berlucchi of 
Padua said that most encephalitides are caused by filtrable 
viruses. The most important of these are rabies, lethargic enceph- 
alitis, Japanese encephalitis, Australian encephalitis, and Russian 
spring-summer encephalitis. The diagnosis in each case is made 
by serologic tests. Leptospira, Treponema pallidum, and some 
Plasmodium organisms may cause encephalitis, but molds sel- 
dom do. 

Professor Pinelli of Pavia said that electroencephalographic 
examination reveals characteristic alterations when acute enceph- 
alitis is present. The typical finding in these cases is a slow and 
diffuse disorder in the rhythm. This must be evaluated in the 
light of all other clinical data. In the subacute and progressive 
encephalitis of Van Bogaert, groups of slow waves of great ampli- 
tude that repeat themselves at regular intervals of six to nine 
seconds appear. Professor Cazzullo of Milan said that the de- 
myelinizing encephalomyelitides could be classified as post- 
exanthematous, parainfective, postvaccinal, cryptogenic dissemi- 
nated, hemorrhagic, and sclerosal. Antibiotics and corticotropin 
can be used in their treatment. 

Professors Gozzano and Vizioli of Bologna said that epileptic 
attacks may be precipitated by retention of water, alkalosis, 
anoxemia, hypoglycemia, and certain afferent stimuli. The neur- 
onal discharge that manifests itself as epileptic crisis is caused by 
a transitory but marked disturbance of the cellular metabolism 
that becomes increasingly rapid. This causes imbalances in the 
distribution of the extracellular and intracellular electrolytes, 
especially potassium. The speakers concluded that, for the Jack- 
sonian form, which is the most typical example of epilepsy with 
a circumscribed focus, the propagation of the discharge comes 
about either as a synaptic transmission from one point of the 
cortex to another or by contiguity, i. e., through the intercortical 
connections, but when the epileptic crisis is general, the cortico- 
cortical transmission is no longer sufficient to explain the sudden- 
ness and simultaneousness of participation of the whole brain in 
the crisis. Some other mechanism must intervene. This suggests 
that in the brain there is a structure with diffused projection that 
is connected with all the cerebral motor centers, This could be 
the reticular formation of the thalamus and of the encephalic 
trunk. The role of the rhinencephalic formations in the mecha- 
nism of epileptic crisis is unknown. Professors Rigotti and 
Schergna of Padua reported a series of 1,195 patients who were 
treated by different methods. In general, grand mal epilepsy 
responded best to treatment. In the period 1940 to 1949 the 
speakers relied on bromides, barbital, and diphenylhydantoin 
sodium; from 1950 to 1953 they used trimethadione, methy]- 
phenylethylhydantoin, and phenacemide as well; and in 1954 
and 1955 primidone, methylphenylsuecinamide, and acetazola- 
mide were also used. The newer drugs were used when the older 
drugs failed to help the patient. In the first period good results 
were obtained in 76.1% of the patients, in the second in 81%, and 
in the third in 82.7%. So many toxic side-actions were associated 
with the new drugs that chief reliance must still be placed on 
phenobarbital and diphenylhydantoin. 


PERU 


New Public Health Building.—On July 20, the new home of the 
Department of Industrial Hygiene, Ministry of Public Health, was 
opened. The equipment was provided by the Inter-American 
Cooperative Service of Public Health. One of the chief problems 
in industrial health is the prevention of pneumonoconiosis in coal 
miners and the enactment of adequate social laws to compensate 
those who contract it. On July 21, the Social Assistance Center 
was inaugurated, and two days later the new 1,000-bed hospital 
for the Army, which is one of the largest of Peru, was opened. 
On July 24, the Great Hospital for the Employee, a 17-story 
structure under the jurisdiction of the Agency of Social Insurance 
for the Employee, was opened. Among the special features of 
this 900-bed hospital are a special chamber to handle radioactive 
isotopes and a landing field for helicopters on the roof. Two other 
hospitals are being built, both at Arequipa: one with a capacity 
of 400 beds for tuberculous patients and the other for the Agency 
of Social Insurance of the Employee for Southern Peru, with a 
capacity of 250 beds. 
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SWEDEN 


Treatment of Psychoses.—About 85% of the inmates of state- 
owned insane asylums have a record of more than one year spent 
in such an asylum. The value of a more dynamic program of treat- 
ment for these patients is being recognized. At the St. Lars men- 
tal hospital in Lund, an experiment was started in November, 
1955, with a view to giving the patients congenial employment. 
In Nordisk medicin (vol. 55, June 7, 1956) an account of this 
experiment is given by Dr. Gerdt Wretmark. Occupational 
therapy was limited to a section of this hospital housing 32 
women, mostly schizophrenic, whose ages ranged from 34 to 81 
years. The atmosphere of this section at the beginning of the 
experiment was characterized by passivity on the part of the pa- 
tients and a sense of frustration on the part of the staff. The 
nurses and patients were grouped in working teams, each with 
its special duties and functions. Groups of patients were put to 
work for about three hours a day on some industrial occupation 
for which payment was made. The gymnastic exercises became 
so popular that all but two of the patients were induced to take 
part in them. The spirit of comradeship was enhanced when the 
physicians discarded their white suits and joined in the team- 
work. The changeover from a static to a more dynamic rhythm 
made the. nurses feel more tired but also happier than they had 
been before. Though many unfavorable circumstances hampered 
this group psychotherapy, the improvement in the general atmos- 
phere was encouraging for both staff and patients. To achieve the 
best results it will be necessary to increase the asylum staffs and 
to encourage study visits to the most progressive asylums in the 
country. 


Unsuitable Patients in Hospital Beds.—A recent study showed 
that general hospitals in Sweden housed many patients with 
chronic diseases not requiring the skilled and costly treatment 
indicated for acute cases. In order to determine whether, on the 
other hand, nursing homes for domiciliary care house some pa- 
tients in need of active treatment, Berg and Tillman, as reported 
in Svenska lékartidningen for June 1, examined the 294 inmates 
of seven such homes and found that 177 were really in need of 
institutional treatment and that 65 could be treated just as well at 
home. Thirty-six patients had psychiatric conditions and should 
not have been in homes for patients with chronic physical ail- 
ments. There were also 16 patients with acute conditions who 
needed hospital care. The 177 patients found to be suitable for 
care in nursing homes included 55 suffering from cerebral hemor- 
rhages. Malignant tumor was next in the order of frequency with 
29, and chronic articular rheumatism was third with 24. The 
authors conclude that care of the aged and of the chronically ill 
has hitherto been too passive and that a more active policy is 
needed. 


Jaundice from Chlorpromazine.—With the growing popularity of 
chlorpromazine in psychiatry, its ability to provoke jaundice has 
attracted so much attention that the Swedish Ministry of Health 
has instituted a statistical study of the problem in the state mental 
hospitals. This study yielded a frequency rate of 0.57%. At the 
St. Lars mental hospital in Lund, 357 patients were given chlor- 
promazine between March, 1954, and May, 1955. Of these, the 
10 in whom jaundice developed ran a remarkably uniform course 
lasting a week or two and showing no sign of permanent damage 
to the liver. Commenting on these cases in Svenska lékartidnin- 
gen for June 15, Dr. Ekdahl and co-workers stated that chlor- 
promazine has become almost indispensable in psychiatry; but, as 
the indications for it are well defined, the risk of jaundice should 
deter physicians from giving this drug experimentally for a 
variety of vague and ill-defined nervous ailments. 


UNITED KINGDOM 


Hypercalcemia in Infants.—The British Pediatric Association has 
issued the report of a subcommittee set up to consider the intake 
of vitamin D in infants in relation to the possibility of hyper- 
calcemia. In 1943, the British Pediatric Association recom- 
mended a daily intake of 700 I. U. of vitamin D for infants and 
young children. When this recommendation was made, the forti- 
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fication of infant foods with calciferol had not become standard 
practice. The committee wrote to 196 consultant pediatricians 
who between them had seen 204 patients with hypercalcemia 
between 1953 and 1955. The incidence was greatest in infants 
between 4 and 8 months of age. No case was observed in an 
entirely breast-fed infant. There is a fall in the califerol content 
of fortified infant foods and milk after issue, and in 1953 the 
Ministry of Food recommended the addition of 500 I. U, of 
vitamin D as caliciferol per ounce to allow for a maximum 
deterioration of 44%, thus giving a minimum of 280 I. U. per 
ounce. If the fortified milk is bought soon after manufacture, it 
may contain over 500 I. U. of vitamin D. Cereals are also fortified 
by manufacturers, some with 1,500 I. U. of vitamin D per ounce. 
If in addition to these an infant is given a teaspoonful of fortified 
cod liver oil under the welfare food service, it may be receiving 
another 700 to 800 I. U. It is thus possible for an infant re- 
ceiving 1.5 pints of reconstituted dried milk, 1 ounce of fortified 
cereal, and a teaspoonful of fortified cod liver oil to have a daily 
intake of about 4,000 I. U., which is excessive. 

In view of the possibility of such large intakes of vitamin D, 
the committee suggests that steps be taken to prevent overforti- 
fication of foods with the vitamin. It recommends (1) omitting 
calciferol from dried milks or limiting it to a range of figures and 
(2) omitting cod liver oil supplements in the case of infants fed 
on fortified milk. Caliciferol could also be omitted from cereals 
used for infants. The best solution would probably be not to 
fortify foods with calciferol at all but to give every infant cod 
liver oil of known potency. 


Medical Research Council.—The annual report of the Medical 
Research Council (Cmd. 9787, London, Her Majesty’s Stationery 
Office, 1956) describes the research efforts of the council up to 
the end of 1955. In that period over $5,500,000 was spent on 
research covering the whole range of medicine and allied sci- 
ences. The importance of genetics in medicine is receiving 
increased recognition. About 20 different natural erythrocyte 
antigens are known, inheritable in different combinations. Recog- 
nition of these is of growing importance in avoiding transfusion 
reactions and neonatal death and in settling medicolegal ques- 
tions. Work is being extended concerning the blood groups in 
various diseases, e. g., in peptic ulcer and cancer of the stomach, 
in which there is a preponderance of patients with blood groups 
0 and A respectively. Blood group antigens can be extracted 
from the gastric mucosa. Hematological and genetic research has 
also included the study of the sickle-cell trait, which makes the 
erythrocytes more liable to hemolysis but affords some protec- 
tion against malaria. The examination of urine and blood by 
paper chromatography has advanced the study of the so-called 
inborn errors of metabolism such as cystinuria and phenylketo- 
nuria. Inability to metabolize phenylalanine in the diet may be 
the cause of mental deficiency in some children, and attempts 
are being made to rear infants with phenylketonuria on pheny!- 
alanine-poor diets in the hope of avoiding this mental defect. If 
the experiment is successful it would suggest that the results of 
inborn errors of metabolism can be avoided by suitable diets. 

A rich harvest is being reaped in the field of cellular pathology 
by the introduction of new techniques such as electron, ultra- 
violet, and interference microscopy. The knowledge is being 
applied to the study of the pathology of cancer and the collagen 
diseases. Recent work has shown that collagen fibers are formed 
mostly outside the connective tissue cells in the intracellular 
spaces. The role of desoxyribonucleic acid in cellular pathology 
is being studied. When a bacteriophage attacks bacteria, the 
later elaborate more phage protein, and, similarly, when a virus 
attacks a living cell, the nucleus of the latter forms more virus 
protein, which is taken up by the virus particles. Radioactive 
isotope tracer studies have been made in research on antibodies, 
immunity mechanisms, and allergy. By these means it has been 
shown that antibodies are formed in the spleen and lymph nodes, 
mainly by plasma cells. When antigen and antibody react in 
vivo, serotonin is liberated from the blood platelets. This sub- 
stance may be associated with anaphylactic reactions. Industrial 
psychologists state that repetitive work shows no decline in per- 
formance with fatigue, provided the worker can control the rate 
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of work; that slight and repeated changes in working conditions 
give a better output than uniform so-called optimum conditions; 
and that it is more tiring to watch than to do a task, provided that 
doing it is within the capacity of the individual. 


Vitamins in Embryonic Development.—Woollam and Millen 
(British Medical Journal, vol. 1, June 2, 1956) state that the 
modern view of the vitamins is that they are complex chemical 
substances, essential to life by virtue of their role in the bio- 
chemical processes of the cell. Vitamins have to be obtained 
from the diet because of the inability of the body to synthesize 
them. The increased demand by the pregnant woman for vita- 
mins reflects the need of the embryo to build up a store of these 
substances, and experiments with animals indicate that if the 
minimum requirement is not met the embryo will either die or be 
born congenitally deformed. What validity such experiments have 
for conditions in human beings is as yet not known. It 
must be noted, however, that if human conditions do corre- 
spond to those in the animal the administration of vitamins during 
pregnancy is of little avail to the embryo. Minor degrees of ex- 
perimental vitamin deficiencies produce malformations during 
the early months of pregnancy, at a time when even the existence 
of pregnancy may not be evident to the woman. In obstetric prac- 
tice vitamins are commonly prescribed in the middle and late 
months of pregnancy. The results of the experiments with animals 
described above suggest that the only way in which the nutrition 
of the embryo can be safeguarded is by attention being directed 
toward the diet of women throughout their lives, and especially 
of girls in the later stages of adolescence. Only by reorienting our 
attitude in this way can we ensure that the members of the next 
generation will develop in bodies that provide an adequate sup- 
ply of essential foodstuffs from the beginning of pregnancy. 


Health Visitors Needed.—An increase of 3,500 health visitors 
(not visiting nurses) to a total of 11,500 is recommended (An 
Inquiry into Health Visiting, London, Her Majesty’s Stationery 
Office ). Health visiting emerged at the beginning of the century 
as specialized health education directed to mothers and children 
in their homes. Voluntary in origin, it is now almost exclusively 
a public service. The health visitor could increasingly become a 
family visitor, working under the professional guidance of the 
family physician. Her functions should primarily be health edu- 
cation and social advice. Diaries kept by selected visitors stressed 
such social problems as marital disputes, debt, and drunkenness. 
At present, working relationships between physicians and health 
visitors are thoroughly established in only a few areas. Some phy- 
sicians rarely hear of the visitors except when they give conflict- 
ing advice. Because the family physician is now much more con- 
cerned with the preventive and social aspects of illness, the 
health visitor is admirably placed to help him. She could play an 
important role in mental health and care of the tuberculous. 
There should be experiments in shortening training. Pay and 
conditions should be improved. 


Official Discourtesy.—Members on both sides of the House of 
Commons have complained about the treatment of the public 
by hospital authorities. Mr. Crossman (Soc.) said that Parlia- 
ment had allowed the real responsibility for public relations to 
pass to the bureaucracy. Mr. Benn ( Soc.) said that the treatment 
of outpatients was appalling. They must wait in a filthy room 
for two, three, or four hours because everybody is told to come at 
the same time. Mr. Maccoll (Soc.) described how he went re- 
cently to a London hospital for a simple x-ray examination. He 
believes that the public hangman would have been more cour- 
teous toward one of his clients than was the young lady who was 
operating the x-ray machine. 


Dentists Form Strike Headquarters.—The 11,000 dentists in the 
National Health Service are setting up a body that could, if dis- 
satisfaction over pay became acute, organize a mass withdrawal 
from the service. Notice that a claim for more pay is to be sub- 
mitted has been given to Mr. Turton, Minister of Health, by the 
British Dental Association. The dentists want a rise to offset the 
fall in the value of money since 1950. Hospital and health center 
dental officers will be included in the claim. Because the associa- 
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tion itself is precluded from organizing among its members any 
sort of restrictive practice, a new body, the British Dental Guild, 
is to be established. It will be independent of the association, 
whose activities it will supplement. The association will continue 
to frame policy. The guild will be an organization that can en- 
gage in vigorous propaganda and act on a prepared plan when 
the need arises. The guild and its machinery for withdrawing 
from the service or limiting the professional contribution of den- 
tists would be used only as a last resort. Leaders of the profes- 
sion hope that such steps will never be necessary. 


Cambridge Honors Dr. Bronk.—On June 7, Cambridge conferred 
an honorary degree of doctor of science on Dr. D. W. Bronk, 
president of the American Academy of Sciences, president of the 
Rockefeller Foundation, and chairman of the U. S. National Re- 
search Council. In 1928-1929 he was a research fellow in medi- 
cine at Cambridge and London, and he was elected a foreign 
member of the Royal Society in 1948. 


Getting Married.—A booklet entitled “Getting Married,” which 


covers every angle from romance to recipes but gives “no guaran- 


teed recipe for married happiness,” has appeared with the bless- 
ing of the British Medical Association. Published in connection 
with Family Doctor, the monthly B.M.A. journal, the booklet, 
priced at 15 cents, is the first B.M.A.-backed attempt to present 
a popular guide for engaged couples. The editor, who is also edi- 
tor of Family Doctor, said: “There is a real demand for such a 
book. We get scores of letters asking advice on various problems 
of marriage. Some are from people in their twenties who do not 
even know the facts of life.” Articles by experts deal frankly with 
the sexual and psychological sides of marriage, the chances of 
children, matters of heredity, and even the role of the mother-in- 
law. The contributors include general practitioners, psychiatrists, 
and lay experts. The booklet discusses the material as well as the 
emotional side. There are beauty hints for the bride and illustra- 
tions of honeymoon spots side-by-side with psychological advice 
on honeymoon problems. Other articles give practical hints on 
such subjects as purchasing a home, legal problems, and recipes. 


Parthenogenesis.—A controversy over alleged parthenogenesis is 
raging in the British press. A series of 19 claimants to virgin birth 
were interrogated, examined, and made the subject of searching 
tests, and, of these, one claimant appeared to show such complete 
identity of make-up with her daughter that there is no evidence 
of the involvement of a third party. These people have been the 
subject of a symposium (Lancet, vol. 1, June 30, 1956). Dr. Bal- 
four-Lynn says that, while rigorous proof in such a case is im- 
possible, all the evidence obtained from serologic and special 
tests is consistent with what would be expected in a case of par- 
thenogenesis. He sought such identity in the blood group and 
subgroups, skin grafting, taste perception at a precise dilution 
value, and certain salivary secretions. In three of these tests com- 
plete identity was established between mother and daughter, but 
in skin grafting there was no success. One of the foremost author- 
ities on genetics seized on this point as vitiating the claim, and 
added that one can never prove parthenogenesis by such tests 
and in this instance one cannot even say that a probability of 
of parthenogenesis in a human being has been established. Mr. 
Kenneth Walker made the point that blood group, taste percep- 
tion, and salivary secretion are often very similar between 
mother and daughter even though a father exists. The Lancet 
concluded that, if a case of parthenogenesis in a human could be 
proved, it could not be more frequent than the birth of sex- 
tuplets, or about once in 6.5 billion births, or in the United 
Kingdom once in 8,000 years. 


Tomomania.—Seven major abdominal operations were carried out 
on a 21-year-old man, although there was nothing wrong with 
him. He simulated the complaints, fooled the London Hospital 
for a while, and eventually went to the Middlesex Hospital. The 
patient had been placed under supervision for stealing furniture 
and used hospitalization as a means of asylum. He repeatedly 
broke parole and was returned to prison for six months. 
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“CORRESPONDENCE 


DRUC EVALUATION AND BASIC RESEARCH UNITS 
IN STATE HOSPITALS 


To the Editor:—The number of new drugs being introduced for 
the treatment of the mentally ill, the lack of a standardized system 
of reporting treatment results, and the conflicting reports as to the 
effectiveness and indications for the various preparations require 
that a state establish its own continuing drug evaluation program. 
In order that such a system of evaluation may function efficiently, 
personnel must be trained to evaluate behavioral change, this 
evaluation should be based on direct observation that may be 
communicated, patients must be categorized to allow for the 
comparison of comparable groups, and a pattern of procedure 
must be established to avoid delay in implementing the testing of 
new products. In addition to the immediate need for the deter- 
mination of the effectiveness of a recommended therapy, a basic 
research program must be encouraged by providing specialized 
personnel and the necessary laboratory facilities for the psychia- 
trist and those in other disciplines interested in doing research. 

A manufacturer may supply a hospital with a drug to investi- 
gate, and, although members of the staff may be interested in do- 
ing the evaluation, unless those interested are relieved of some 
service responsibility and are given secretarial help in obtaining 
patients’ records and permission from the relatives, the product 
may gather dust or be tried on too few patients to allow of a 
significant determination. The physician responsible for establish- 
ing the usefulness of a medicament needs a sizable group of pa- 
tients on whom the preparation may be tested. He should also 
have statistical help available to validate his results as well as 
assistance in preparing the manuscript. If a preparation is used 
on a few patients without the benefit of a control group, follow- 
up studies, or placebo, any change occurring during the trial 
period may be attributed to the drug without consideration of the 
factors of increased attention and interest or of spontaneous re- 
mission. If the preparation is found to be lacking in therapeutic 
effectiveness, the project may be dropped without the staffs in 
other hospitals throughout the state being informed, and conse- 
quently they must repeat the trial to gain the same information. 

The large number of patients for whom a psychiatrist in a state 
hospital is often responsible makes it unrealistic to expect him to 
record frequent detailed observations on the charts of a sizable 
number of patients receiving a new preparation. Consequently, 
this responsibility may then be shifted to the nursing staff; if 
there is an inadequate number of nurses, the determination of a 
treatment’s effectiveness may be left to the judgment of the ward 
personnel. The valid evaluation of a treaument requires frequent 
observations and interviews with the patients, using some stand- 
ardized method of collecting and recording information before, 
during, and after the trial. It is of particular importance that the 
history and pretreatment behavior be considered; this requires a 
time-consuming amount of clerical work. The laboratory facilities 
of a state hospital and the available laboratory personnel may be 
hard pressed to do repeatedly blood studies and liver function 
and kidney function tests that may be necessary for the deier- 
mination of the toxicity of a newly introduced medicament. These 
factors make it difficult for a psychiatrist in a state hospital to 
carry on clinical research while responsible for a full service load. 
Frequently, the facilities for doing basic research and treatment 
evaluation are located in medical centers, while the vast majority 
of patients needing treatment are housed in geographically iso- 
lated institutions where neither the personnel nor the equipment 
is available for dofng the work. , 

In an effort to sulve some of these problems and to expedite the 
clinical evaluation of new drugs for the mentally ill, particularly 
the tranquilizers, research units have been established in state 
hospitals in Nebraska. These units consist of a psychiatric nurse, 
a technician, and a secretary; a project is planned, the method- 
ology is determined, and the personnel of these units act to aid 
the physician in charge of the project to carry it to completion. 
Initially, the secretary groups the patients by age, sex, diagnosis, 
and time in the hospital. Permission is then sought from the rela- 
tive or guardian for a clinical trial with medicaments or pro- 
cedures that are under investigation but not yet approved. Once 


all the patients in a hospital are categorized and permission is 
obtained from agreeable relatives, a source of clinical material 
becomes available and a procedure or medicament may be tested 
on comparable groups of patients immediately. This prevents a 
prolonged delay in making a new medicament available for the 
treatment of patients with chronic conditions and, at the same 
time, avoids the administration to large numbers of patients of an 
ineffective and frequently costly medicament about which there 
may be conflicting reports. 

In addition to the units in the state hospital, basic research is 
encouraged by providing biochemists, a statisiician, technical 
personnel, and laboratory equipment, The Nebraska Psychiatric 
Institute, located on the medical school campus, acts as a “central 
supply” for these specialized research personnel and for expen- 
sive laboratory equipment, which is issued to a particular hos- 
pital as the need arises, and when such equipment is no longer in 
use it is returned to this central area. This system of supply avoids 
duplication of expensive laboratory equipment and allows for a 
fuller use of technical personnel. A state research director co- 
ordinates the program to prevent duplication and delay by mak- 
ing regular visits to the participating hospitals and maintaining 
contact with their staffs. 

Jackson A. Somrrn, M.D. 

MariLyN Wesenr, R.N. 
Cecit L. Wrrrson, M.D. 
University of Nebraska 
College of Medicine 
Omaha 5. 


PALATINE PETECHIAE 

To the Editor:—Whenever a helpful physical sign, laboratory 
test, or a specific therapy is uncovered, it obviously should be 
reported carefully, critically, and objectively, even if only a small 
series. I do not wish to start a correspondence argument over a 
seemingly minor issue, but the phenomenon of palatine petechiae 
described in THe JourNAL (161:592 [June 16] 1956), in “Pala- 
tine Petechiae, an Early Sign in Infectious Mononucleosis,” by 
Capt. C. B. Shiver and associates, has been so helpful to many 
of us over the past few years that I believe an attempt should be 
made to give some credit to observations distinctly antedating 
those of the authors in 1955. Since no challenge to their claim of 
a first report of this sign in the literature has yet appeared in 
your correspondence section, I feel obliged to point out that 
palatine petechiae had been adequately described and photo- 
graphed in the literature as early as 1953 by Dr. Charles E. 
Bender of Seattle. In an article in the Northwest Medical Journal 
(52:922, 1953) entitled “The Treatment of Infectious Mono- 
nucleosis with Corticotropin,” this sign of palatine petechiae was 
mentioned by Bender and Houghton in case history no. 5 but 
was not belabored in the text of the article. In the Journal-Lancet 
(74:7, 1954), there is an excellent article, “The Value of Certain 
Signs in Presumptive Diagnosis of Infectious Mononucleosis,” by 
Bender, with complete descriptions and a photograph of this 
valuable clinical sign. When I was associated with Bender in 
1952, he pointed out many examples of this helpful sign from 
among his personal experiences with more than 700 cases of 
laboratory-proved infectious mononucleosis. 

There are also other helpful signs in the pharynx suggestive of 
infectious mononucleosis, such as the glossy edema of the uvula 
described by Ravenna in 1948 and the frequent pure white pasty 
tonsillar exudate (when tonsils are present) mentioned by 
Rammelkamp in 1950, and these may be existent with the sign 
of palatine petechiae but not necessarily so. I realize that perhaps 
the European literature, with its former emphasis on physical 
signs, may well contain even prior references to this sign and do 
not suggest that Bender’s name be assigned to this helpful sign— 
palatine petechiae in infectious mononucleosis. 

Witiarp NicHoit, M.D. 
Western Mentana Clinic 
Owen and West Broadway 
Missoula, Mont. 
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MEDICOLEGAL ABSTRACTS 


Naturopathy as Practice of Medicine.—This was a suit for a 
declaratory decree and an injunction to restrain the prosecution 
of the plaintiff for engaging in the unlicensed practice of medi- 
cine. The case was heard by three judges in the United States 
district court, D. Maryland, civil division. 

The plaintiff Hitchcock was a naturopathic practitioner. Other 
plaintiffs were the Maryland Naturopathic Association and a 
number of private citizens who wished to utilize the services of 
naturopaths. In 1954 the court of appeals of Maryland held that 
naturopathic practitioners are “practicing medicine,” as that term 
is defined in the state medical practice act and that a person 
desiring to engage in the healing art by the practice of naturop- 
athy may not do so without a license from one of the two state 
boards of medical examiners in Maryland. It is the plaintiffs’ 
contention that the act was either improperly construed by the 
Maryland court, or that, as so construed, it violates the plaintiffs’ 
rights under the Constitution of the United States, the antitrust 
laws, the Maryland Declaration of Rights, and the state consti- 
tution. 

The medical practice act defines “practicing medicine” as fol- 
lows: “Any person shall be regarded as practicing medicine 
within the meaning of this sub-title who shall append to his or 
her name the words or letters “‘Dr.,’ ‘Doctor,’ ‘M.D.,’ or any other 
title in connection with his name, with the intent thereby to 
imply that he or she is engaged in the art or science of healing, 
or in the practice of medicine in any of its branches, or who 
shall operate on, profess to heal, prescribe for, or otherwise treat 
any physical or mental ailment or supposed mental ailment of 
another, or who shall for hire or for any gratuity or compensation, 
either directly or indirectly to him or her paid, undertake by 
any appliance, operation or treatment of whatever nature, to 
cure, heal or treat any bodily or mental ailment or supposed ail- 
ment of another; or who for hire, gratuity or compensation, 
either directly or indirectly to him or her paid, by or for any 
patient, shall undertake to treat, heal, cure, drive away or remove 
any physical or mental ailment, or supposed ailment of another, 
by mental or other process, exercised or invoked on the part of 
either the healer or the patient or both.” No special provisions 
have been made for the licensing of naturopaths in Maryland, al- 
though numerous bills have been introduced in the state legis- 
lature since 1939. One introduced in 1955, following the decision 
of the Maryland court of appeals, contained the following defini- 
tion of naturopathy: “For the purposes of this subtitle naturop- 
athy. is hereby defined to be one of the healing arts whose scope, 
purposes and methods of practice are as follows: naturopathy is 
a system of healing for the prevention, diagnosis, care and treat- 
ment of injuries, deformities, ailments, diseases, and abnormali- 
ties of the human mind and body by means of such arts, sciences, 
methods and agencies of healing as make use of the healing 
properties and principles inherent in air, sunshine, light, elec- 
tricity, heat, cold, climate, water, earths, exercise, work, rest, 
recreation, sweats, baths, packs, irrigations, inhalations, manipu- 
lations, corrective gymnastics, psychology, physics, mechanics, 
bio-chemistry, dietetics, enzymes, vitamins, minerals, tissue salts 
and substances naturally found in or required by the body, oxy- 
gen, ozone, herbs, external applications, apparatus, appliances, 
mental hygiene, physical culture, first aid, hygiene and sanita- 
tion; provided however, that except as hereinbefore specified, 
the practice of naturopathy shall not include the use of drugs, 
surgery, destructively radioactive substances, or x-rays, except 
for diagnostic purposes.” It is apparent, said the court, from this 

definition that the practice of naturopathy comes within the 
definition of “practicing medicine.” The court also said that the 
complaint which the plaintiff filed contained an elaborate state- 
ment of the history and principles of naturopathy, which ampli- 
fied the above definition of naturopathy and made it even more 
clear that the practice of naturopathy comes within the definition 
of “practicing medicine” as found in the medical practice act. 
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The district court first pointed out that a number of the issues 
raised by the plaintiffs were not within the jurisdiction of the 
federal courts. We do have jurisdiction, however, said the court, 
to consider the plaintiff's contentions that fundamental rights 
guaranteed by the Federal Constitution are violated. 

The individual plaintiffs, other than the naturopath, contended 
that the enforcement of the Maryland law is tantamount to a 
prohibition of the practice of naturopathy in Maryland by the 
only practitioners properly trained to administer “this form of 
health services”; deprives the residents of Maryland of the bene- 
fits of naturopathy which are enjoyed by the residents of other 
states; threatens their health and happiness; causes them irrepa- 
rable harm, injury and damage; and violates their personal and 
civil rights by preventing them from selecting the system of the 
healing art which they desire, and from deriving “the benefits 
accruing from the non-medical and non-surgical system known 
is naturopathy.” But the Maryland statute, said the court, does 
not prevent the plaintiffs from applying the tenets of naturopathy 
in their treatment of themselves and their families, nor from 
receiving naturopathic treatment for a fee provided the naturo- 
path or naturopathic practitioner meets the qualifications estab- 
lished by the state of Maryland as necessary for anyone who 
undertakes to heal the public for a fee. The Maryland law does 
not prohibit the practice of naturopathy, the court pointed out. 
Any person who has met the qualifications necessary to secure a 
license to practice medicine, i. e., to engage in the art or science 
of healing, may apply the principles of naturopathy in his prac- 
tice. Maryland has simply established certain requirements 
which must be met by any person who undertakes to practice 
medicine. Requirements similar to the Maryland requirements, 
continued the court, have been repeatedly approved. That some 
other states, however, permit the licensing of naturopaths as 
such, without requiring them to meet the qualifications which 
Maryland requires does not mean that the Maryland act abridges 
the rights of anyone, whether a Maryland resident or not, who 
would like to be treated in Maryland by a naturopath who has 
not met the Maryland requirements. The fact that one or more 
states may have lowered the bars which protect the public from 
ill-trained practitioners of the healing art does not render other 
states impotent to protect their own residents. 

The plaintiffs contended that the Maryland Medical Practice 
Act, as interpreted and enforced by the Maryland courts and by 
the defendants therein, abridges their privileges and immunities, 
deprives them of property without due process of law, and denies 
them the equal protection of the laws. They argued that the act 
is an invalid exercise of the police power, and is arbitrary, un- 
reasonable and discriminatory in that (1) it arbitrarily requires 
naturopaths to pass examinations in nonnaturopathic subjects, 
(2) prohibits the practice of naturopathy without showing it to 
be detrimental to the public or inherently harmful, and (3) un- 
fairly discriminates against naturopaths by conferring exclusive 
jurisdiction over them on their medical competitors. They also 
insisted that the Maryland law discriminates against naturopaths 
in that it contains special provisions for the licensing of osteo- 
paths, physical therapists, chiropractors, optometrists and chirop- 
odists, and does not contain similar provisions for naturopaths. 

These and similar contentions, said the district court, have 
been before the courts on many occasions. As stated by the 
United States Supreme Court, it is too well settled to require 
discussion at this day that the police power of the states extends 
to the regulation of certain trades and callings, particularly those 
which closely concern the public health. The district court 
approved the conclusions of the Supreme Court of Louisiana 
when it said that no person has a natural or absolute right to 
practice medicine or surgery. That is a right granted upon condi- 
tions, and a state, under its police power, may regulate within 
reasonable bounds, for the protection of the public health, the 
practice of either medicine or surgery by defining the qualifica- 
tions which one must possess before being admitted to practice. 
The legislatures, in defining the qualifications required, cannot 
prescribe, as a condition of the right to practice, knowledge of a 
subject which bears no relation to the practice of medicine. This 
does not mean that the legislature must make requirements such 
as to provide for every school of medicine that may exist, by 
requiring of those belonging to each particular school a knowl- 
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edge only of those subjects which the theory of healing advocated 
and put in operation by each school requires. Were it otherwise, 
the legislature would be greatly hampered in the exercise of its 
power to protect the general health and the public from imposi- 
tion and fraud. 

Since the legislature, said the court, is not called upon to 
recognize every school of medicine and to deal with it as such, 
the defendants could not complain, on the ground of being un- 
justly discriminated against, that the legislature had not deemed 
it proper to recognize their school of medicine and make special 
provision for those desiring to practice that system by prescribing 
a course of study in accord with the theories which it holds for 
restoring health. The Maryland legislature, concluded the court, 
had the right to provide special regulations for these groups and 
to refuse to provide similar special regulations for naturopaths, 
who undertake to treat any and all diseases in a wide variety of 
fashions. 

The plaintiffs finally contended that the Maryland act, as 
interpreted by the Maryland court, violated the antitrust laws in 
that it granted the exclusive privilege of practicing medicine and 
surgery to persons licensed by the state board of medical exami- 
ners, and thus established medicine as the preferred state system 
of healing, and curbed the progress of the art of maintaining 
health in the fields not specially regulated by the statute. The 
complete answer to this contention, said the court, is that the 
antitrust laws deal with individual activity and not with state 
activity, whereas all of the matters charged in the complaint as 
violative of the antitrust laws are regulations prescribed by the 
Maryland legislature. The court therefore found that the com- 
plaint did not state a cause of action and the case was dismissed. 
Hitchcock, et al. v. Collenberg, et al., 140 F. Supp. 894. (Md. 
1956). 


Charitable Hospitals: Immunity Limited to Injuries to Bene- 
ficiary of Charity.—This was an action for damages against a 
charitable hospital for injuries sustained in an elevator accident 
by a member of the surgical staff. The jury found that the 
plaintiff was not a beneficiary of the charity and returned a 
verdict in his favor of $50,000. From this verdict, and from the 
denial of a motion to set aside the verdict as excessive, the 
hospital appealed to the Supreme Court of New Jersey. 

The plaintiff is a surgeon on the hospital’s staff. His connec- 
tion with the hospital dates from his graduation from medical 
school in 1928. He served at the hospital progressively as an 
intern, resident surgeon, assistant attendant in surgery, and 
since 1936 as attending surgeon and head of a surgery division. 
His surgical services to ward patients throughout these many 
years have been given without fee. But the plaintiff's free 
medical services to indigent hospital patients are not the only 
services he has rendered the hospital in furtherance of its 
mission to care for, nurture, and maintain the sick, infirm, aged 
and indigent. Also advantageous to the furtherance of that end 
have been his services in various administrative capacities. He 
has been president of the medical staff, a medical advisory 
board member, from time to time chairman of various staff 
committees, and a co-director of the hospital's cancer service. 

The defendant hospital concedes all this but argues that the 
plaintiff is, in law, a beneficiary of its charity because the 
proofs show that before the mishap his annual income from 
his surgical practice resulted in major part from fees received 
by him for surgical operations performed in the operating 
rooms of the hospital, the facilities of which were made avail- 
able without cost to him (the fact is, however, that, while the 
plaintiff paid nothing for his use of the facilities, his patients 
paid certain fees to the hospital) and because the proofs show 
also that the distinction acquired by plaintiff as a surgeon is to 
be attributed primarily to the experience he gained and the re- 
searches he has been able to carry on because the hospital's 
facilities were available to him without charge. 

The evidence showed, said the Supreme Court, that the 
plaintiff is the originator of a widely publicized and well-re- 
garded surgical technique used in surgical operations to relieve 
high blood pressure. Many persons with high blood pressure 
have since retained the plaintiff's services for the performance 
of the operation by this technique, although he has continu- 
ously practiced general surgery and has always performed 
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many other types of operations. The plaintiff admitted during 
his cross examination that the work necessary to perfect his 
special technique and to develop his papers on the subject 
was done almost exclusively in the hospital's operating rooms 
with the use of the hospital's facilities. 

The plaintiff was en route to the operating room to perform 
an operation for high blood pressure when he suffered an acci- 
dent in the hospital elevator. His injuries were primarily to his 
left hand. He suffered a comminuted fracture of the left radius 
and a tearing of the ligaments of his left wrist with a conse- 
quent deformity and stiffness of the wrist, leaving him with a 
limited function thereof, both in rotation and in bending. There 
was also a partial atrophy of the thumb muscles. These in- 
juries, permanent in nature, have left him with a weakened 
grip and loss of power in his left hand and also have impaired 
the delicacy of finger touch that he had before the accident. 
The reduced sensitivity in his left hand has also impaired his 
ability to employ the special technique developed by him to 
relieve high blood pressure. 

Doubtless, said the Supreme Court, the plaintiff did realize 
substantial advantage from his association with the hospital, . 
but, equally, it cannot be questioned that the hospital’s mission 
was substantially furthered by his membership on its staff, 
through the free surgical services rendered by him to ward pa- 
tients, through his administrative services in the various capaci- 
ties mentioned, and in the dollar amounts received by the hospital 
from his private patients. Fairly viewed, the court continued, 
these proofs do not justify the classification of the plaintiff 
as a beneficiary of the hospital’s charity. Such test as our de- 
cisions supply for differentiating a beneficiary from a stranger, 
the court pointed out, leans heavily upon whether the suitor 
is one of the “direct recipients of the charity’s beneficence, an 
acceptor of its benefactions,” whose mishap occurs in the course 
of “some of the continuous ministrations to the direct benefici- 
aries of its charitable contributions.” In its emphasis upon 
whether the injured party is one whose connection with the 
charity is predominantly that of one who shares the benefits 
of the charity’s mission, the test clearly excludes the plaintiff, 
whose connection with the defendant hospital is not primarily 
as a recipient of the benefits of the hospital’s mission, but rather 
that of a person who importantly contributes to the furtherance 
of that mission. If, without access to the hospital’s facilities, the 
plaintiff could not have attained the distinction he enjoys in 
his profession nor have been able to earn his livelihood in his 
surgical specialty, yet without his staff membership neither 
could the hospital have provided his free surgical services to 
its ward patients over the years nor have had his other services 
in furtherance of the advancement of its mission. 

Accordingly, the Supreme Court held that the evidence sup- 
ported the jury’s veruict that the plaintiff surgeon was not a 
beneficiary of the aefendant hospital and that the hospital was, 
therefore, not immune from liability for damages to him 
caused by the negligence of hospital employees. It also held 
that the verdict was not excessive. Judgment for the plaintiff 
surgeon was therefore affirmed. Lindroth v. Christ Hospital, 
123 A(2d) 10(N. J., 1956). 





Nerve Gas Poisoning.—The manifestations and treatment of 
poisoning due to nerve gas are very similar to those of other 
organic phosphate anticholinesterase compounds, including the 
insecticides parathion, tetraethyl pyrophosphate, and hexaethy! 
tetraphosphate. The manifestations are entirely attributable to 
inhibition of cholinesterase enzymes in the tissues, resulting in 
the accumulation of acetylcholine. Ocular and respiratory effects 
may follow purely local exposure. Systemic absorbtion results in 
accentuation of the respiratory effects, in other muscarine-like 
symptoms, and in nicotine-like and central neural manifesta- 
tions. Measures for prevention of poisoning include prompt 
masking and removal of liquid contamination from skin and 
clothing. Treatment consists of the administration of large doses 
of atropine, artificial respiration and oxygen when needed, and 
alleviation of airway obstruction.—David Grob, M.D., Manifesta- 
tions and Treatment of Nerve Gas Poisoning in Man, United 
States Armed Forces Medical Journal, June, 1956. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Pernicious Anemia Due to Dietary Deficiency of Vitamin B... 
M. Pollycove, L. Apt and M. J. Colbert. New England J. Med. 
255:164-169 (July 26) 1956 [Boston]. 


A case of pernicious anemia in a 60-year-old man who had 
refused to ingest any food of animal origin for more than eight 
years is described. The anemia was caused by the dietary lack of 
vitamin B,». This is the first time that such a cause has been 
established. The diagnosis was based on observation of the 
characteristic morphological changes of the blood and bone 
marrow, a serum vitamin By level of 70 micromicrograms per 
milliliter, which is in the range observed in patients with 
pernicious anemia, and a characteristic hematological response to 
vitamin B,. therapy. A pronounced drop in the serum iron level 
occurred after vitamin B,. therapy until an abnormally low level 
was reached at a time when the red blood cell count rose to its 
maximum. After stabilization of erythropoiesis, the serum iron 
level was restored to normal in the course of the next two months. 
These changes were related to variations in the rate at which iron 
was utilized by the bone marrow for erythropoiesis. 

Vitamin B,2 absorption, as determined by fecal elimination and 
urinary excretion of cobalt-60-labeled vitamin B,2 and hepatic 
deposition of cobalt-60, was shown to be normal. In addition, the 
potency of the intrinsic factor of the patient’s gastric juice was 
found to be normal as determined by its capacity to produce 
normal absorption of vitamin B, in a patient with pernicious 
anemia in remission when it was injected simultaneously with 
radioactive vitamin B,2. The exceptional conditions that must be 
satisfied simultaneously for the development of pernicious 
anemia caused solely by dietary deficiency of vitamin Bz are 
exclusion from the diet of all meat, fish, fowl, dairy products, 
and unrefined grain with its products; these drastic dietary de- 
ficiencies must exist without simultaneously evoking other severe 
nutritional deficiencies or starvation; they must continue for at 
least two years; and the patients who become symptomatic by 
satisfying these three conditions must not receive ameliorative 
“shotgun” therapy before hospitalization. All four requirements 
were fulfilled by the patient reported on. The difficulty of simul- 
taneously fulfilling them offers a plausible explanation of the 
rarity of this mode of causation. The chief significance of this 
case lies in its further substantiation of Castle’s hypothesis by 
demonstrating that an extremely prolonged complete dietary 
deficiency of vitamin B,. can result in the development of severe 
pernicious anemia. 


Plasma Pepsinogen in Peptic-Ulcer Disease and Other Gastric 
Disorders: A Clinical and Laboratory Evaluation. C. S. Hoar Jr. 
and J. R. Browning. New England J. Med 255:153-158 (July 26) 
1956 [Boston]. 


Plasma pepsinogen is a precursor of pepsin, which is excreted 
in the urine and determined there as uropepsin. The simple 
method of Mirsky and co-workers for measuring the level of 
pepsinogen in the plasma in tyrosine units was tested by the 
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authors. Results showed that the laboratory determination of 
plasma pepsinogen is a reliable test and apparently more satis- 
factory than that for urinary uropepsin. The plasma pepsinogen 
level remains quite constant after meals and throughout the day. 
Plasma pepsinogen levels were determined in 74 patients with 
radiologically demonstrated duodenal ulcer, in 47 patients who 
had had a radical subtotal gastrectomy for duodenal ulcer, in 
15 patients with benign gastric ulcer, in 5 patients with histo- 
logically confirmed carcinoma of the stomach, in 33 patients with 
pernicious anemia, and in a control group of 89 persons who 
were asymptomatic or in whom gastrointestinal roentgenologic 
examination did not show any evidence of peptic-ulcer disease. 
Plasma pepsinogen levels in patients with peptic-ulcer disease 
were significantly higher than the normal value, and levels after 
subtotal gastrectomy were significantly lower than the normal. 
However, there was overlapping in all these groups. The mean 
value of the pepsinogen levels in the patients with cancer of the 
stomach was significantly lower than that of the control patients 
and of those with gastric ulcers. The pepsinogen values were 
universally low in patients with pernicious anemia. A low plasma 
pepsinogen level in the face of gastric ulceration is a strong in- 
dication of cancer. The values in patients with pernicious 
anemia will overlap those in patients with carcinoma of the 
stomach, which will always have to be considered in the differ- 
ential diagnosis. Satisfactory vagotomy was followed by a drop 
in plasma pepsinogen level. Therapeutic doses of corticotropin 
(ACTH), cortisone, and compound F did not affect the plasma 
pepsinogen level in man. 

Experimental ulcer preparations in dogs did not elevate the 
plasma pepsinogen level. Thoracic vagotomy in dogs significantly 
lowered the pepsinogen level. Vagal stimulation by insulin 
hypoglycemia or direct electric impulse did not cause a rise in 
the plasma pepsinogen level in dogs. Intravenous stimulation 
with corticotropin caused a significant elevation in plasma pep- 
sinogen in gastric venous blood when compared with peripheral 


blood in dogs. 


Idiopathic Benign Hyperglobulinemic Purpura. G. E. Seiden and 
H. A. Wurzel. New England J. Med. 255:170-172 (July 26) 1956 
[Boston]. 


The occurrence of hyperglobulinemic purpura, a syndrome 
consisting of benign recurrent nonthrombocytopenic purpura, 
high erythrocyte sedimentation rate, and unexplained increase in 
serum gamma globulin level, is reported for the second time in a 
patient in the United States. A 29-year-old woman had recurrent 
purpura confined largely to the lower extremities, associated with 
an erythrocyte sedimentation rate of from 45 to 49 mm. per hour 
and a gamma globulin level of from 2.73 to 3.21 gm. per 100 cc. 
of serum, but no other demonstrable evidence of systemic dis- 
ease. Muscle biopsy showed nonspecific perivasculitis. The pa- 
tient continued to enjoy good health for five years despite the 
purpura. The vascular changes may represent a hyperergic 
response, of which the disturbed gamma globulin may be an- 
other manifestation. Twelve similar cases were collected from 
the European literature. 


Two More Families with Cardiomegaly. M. Campbell and 
M. Turner-Warwick. Brit. Heart J. 18:393-402 (July) 1956 
[London, England]. 


Two more families with cardiomegaly unassociated with any 
other familial disease are reported. The first family included a 
mother and her son, both with large hearts and bundle-branch 
block, who died at the early age of 29 and 23 years, respectively, 
one year and three years, respectively, after the onset of symp- 
toms. In the second family, three members in three generations 
had large hearts and a slow heart rate. A young man and his 
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maternal grandmother had a heart block and his mother had 
sinus bradycardia and bundle-branch block. The duration of 
symptoms in the grandmother was not known; in the mother 
they were manifested when she was 28 and still persisted 38 
years later, but the son died suddenly at the age of 36 years, 
within five months of his first Stokes-Adams attack. The cases of 
the son and the mother in the second family show the extreme 
variability of survival times, but early and sudden death is more 
usual, Several other members of both families died at an early 
age or had a history of heart disease. Macroscopic and micro- 
scopic findings at autopsy in the two male patients are described. 
None of the accepted causes of cardiac enlargement was present. 
A diffuse degenerative process affecting the entire thickness of 
the myocardium appeared to be the fundamental lesion: the 
muscle fibers were hypertrophied, but the most striking feature 
was the vacuolation of muscle fibers and of the conducting 
system. Though familial cardiomegaly is generally unnoticed till 
early adult life, it seems more likely that there is a genetic cause; 
the evidence is scanty but suggestive of its inheritance as a 
dominant Mendelian character. 


Psychiatric Manifestations of Cancer of the Pancreas. W. Kar- 
liner. New York J. Med. 56:2251-2252 (July 15) 1956 [New 
York]. 


Karliner presents the histories of three male patients, ranging 
in age from 55 to 64 years, who were referred for neuropsychiat- 
ric examination because of anxiety and depression, insomnia, 
anorexia, loss of weight, and abdominal pain radiating to the 
back. All three were found to have cancer of the pancreas. The 
author states that Savage and Noble reported four patients in 
whom cancer of the pancreas simulated psychogenic illness. The 
same authors reviewed 27 cases of verified carcinoma of the 
pancreas in which depression dominated the clinical picture. The 
physical findings in patients with cancer of the pancreas are 
negative or very inconclusive, except during the terminal stage 
of the disease. This makes diagnosis difficult during the early 
stages. Therefore the appearance of nervous or emotional symp- 
toms associated with gastrointestinal pain that radiates to the 
back, without evidence of organic disease, should suggest the 
possibility of pancreatic disease. The cause of the neuropsychi- 
atric manifestations of pancreatic cancer is unknown. The anxiety 
and depression presented by these patients is out of all proportion 
to the meager physical findings. Furthermore, the mental symp- 
toms antedate the gastrointestinal complaints. Although there is 
no proof of a relationship between the mental symptoms and 
cancer of the pancreas, such a relationship may be more than 
coincidental. 


Diabetes Insipidus and Pituitary Insufficiency. J. Warter, J. 
Schwartz and A. Aschmann. Presse méd. 64:1157-1158 (June 23) 
1956 (In French) [Paris, France]. 


In 1954, West and co-workers reported results of hypophysec- 
tomy in 18 cases of cancer. In the nine cases in which diabetes 
insipidus had developed, it was revealed on postmortem examina- 
tion that the hypophysectomy had not been total. Conversely, in 
the five cases where no polyuria was manifested, the removal of 
the hypophysis had been complete. Diabetes insipidus developed 
only in those cases in which the anterior pituitary had not been 
entirely removed. The authors observed the simultaneous pres- 
ence of diabetes insipidus and a severe anterior pituitary in- 
sufficiency in a patient who had sustained a fracture of the base 
of the cranium in an automobile accident. After the accident 
polyuria of from 6 to 8 liters per day occurred. Evidence of 
diabetes insipidus was shown by Carter and Robins’ test, as well 
as by Cates and Garrod’s test, and the pituitary insufficiency was 
demonstrated as follows: fixation of radioactive iodine was not 
above 10.2% and the level of urinary 17-ketosteroids was 3.52 mg. 
Thyreostimuline and ACTH corrected these disturbances but did 


MEDICAL LITERATURE ABSTRACTS 521 


not increase the polyuria. Although diabetes insipidus never 
appears when the anterior lobe of the hypophysis has been 
entirely removed, it may develop when there is a minimal func- 
tioning of the anterior lobe of the hypophysis. When this 
threshold functioning is assured, diabetes insipidus immediately 
becomes completely evident clinically. 


The Failure of Monosodium Glutamate in the Treatment of 
Hepatic Coma. I. R. Schwartz, E. Lehman, J]. Hammond and 
others. Gastroenterology 30:869-881 (June) 1956 [Baltimore]. 


There have been contradictory reports about the value of the 
intravenous administration of monosodium glutamate in patients 
with cirrhosis of the liver and episodes of hepatic coma. Since 
January, 1954, Schwartz and associates have added the daily 
intravenous infusion of 20 gm. of monosodium glutamate to the 
usual regimen in the management of hepatic coma. The daily 
administration was continued until the patients either recovered 
or died. Although 22 patients were treated with monosodium 
glutamate, the diagnosis had been verified by either biopsy or 
autopsy in only 19. Thirteen of these 19 patients were in deep 
coma when treatment with monosodium glutamate was started, 
while in six patients treatment was initiated during impending 
coma. No appreciable effect on the state of coma or progressively 
fatal course could be observed in 17 of the 19 patients. A tem- 
porary recovery occurred in the first patient and an apparently 
complete recovery occurred in the second patient, but 18 of the 
19 patients died. The recovery in one patient may have been the 
result of vigorous treatment of electrolyte disturbances rather 
than the concomitant use of monosodium glutamate. No appar- 
ent alteration in the progression into deep coma was noted in the 
six patients in whom the monosodium glutamate was given early. 
The authors reviewed recent investigations into the role of 
ammonia in hepatic coma. They conclude that evidence to date 
does not warrant implication of any single agent as a causative 
factor in hepatic coma. 


Evaluation of a Four-Day ACTH Test in the Differential Diag- 
nosis of Jaundice. T. C. Chalmers, R. J. Gill, T. P. Jernigan and 
others. Gastroenterology 30:894-899 (June) 1956 [Baltimore]. 


There have been several reports on the effectiveness of corti- 
cotropin (ACTH) and cortisone in lowering the serum bilirubin 
level of patients with jaundice due to intrahepatic disease. This 
effect has been suggested as a test for the differentiation of 
various types of jaundice. The authors describe a controlled 
study of the clinical value of this test in 41 patients. There were 
18 patients with acute infectious hepatitis, 3 with chronic, and 
2 with cholangiolitic hepatitis; there were 8 with cirrhosis, and 
10 with extrahepatic obstructive jaundice. After a control period 
of three or four days the patients were given 40 units of ACTH 
gel every 12 hours for four days. This was followed by a post- 
treatment control period lasting three or four days. The interpre- 
tation of the test was based solely on the response of the total 
serum bilirubin to the administration of the ACTH. Blood speci- 
mens were collected daily while the patients were fasting. No 
specific patterns of response were observed, and the previously 
described usefulness of the test could not be confirmed. 


SURGERY 


Arterial Necrosis Following Resection of Coarctation of the 
Aorta. W. R. Benson and W. C. Sealy. Lab. Invest. 5:359-376 
(July-Aug.) 1956 [Philadelphia]. 


The authors describe clinical and pathological studies on two 
patients in whom arterial necrosis developed after resection of a 
coarctation of the aorta. The first patient was a 22-year-old man. 
Two weeks before death the area of coarctation was resected. The 
procedure required eight hours, during which the patient's condi- 
tion remained good. The coarctation was 1.5 cm. below the aortic 
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arch and produced almost complete obstruction. The collateral 
arteries were greatly enlarged. On the ninth postoperative day 
(four days before death), the abdomen was distended. He vom- 
ited, producing a cupful of bloody material. Exploratory laparot- 
omy revealed infarction of most of the small intestine and the 
proximal portion of the colon. During the final stages of removal 
of the intestine, cardiac arrest occurred. Despite cardiac mas- 
sage, defibrillation, and intracardiac administration of epineph- 
rine, the heart did not resume its beating. Autopsy revealed 
double coarctation of the aorta; a bicuspid aortic valve; left 
ventricular dilatation and hypertrophy; hypoplasia of the major 
branches of the aorta below the coarctation; necrosis of the media 
of the arteries and arterioles of the intercostal spaces, of the 
abdominal viscera, and of the muscles of the anterior abdominal 
wall; infarctions of the intestines, adrenals, liver, and kidneys; 
hemorrhages in the stomach, pancreas, and kidney pelves; con- 
gestion of the liver with necrosis of the paraceatral cells; pul- 
monary atelectasis; and diffuse fine myocardial fibrosis. 

The second patient, a 4-year-old boy, was subjected to resec- 
tion of the area of coarctation and ligation of the patent ductus 
arteriosus. Collateral circulation was extensive, and many vessels 
were the size of those commonly seen in adults with aortic coarc- 
tation. The coarctation was just below the aortic arch and the 
point of entrance of the patent ductus. It formed a complete ob- 
struction. An end-to-end anastomosis was performed. The period 
of anesthesia was five hours. On the third and fourth postopera- 
tive days, the patient complained of vague abdominal pain. On 
the 16th postoperative day, abdominal pain was more severe and 
localized in the right lower quadrant. An exploratory laparotomy 
was performed, and 24 in. of gangrenous terminal ileum was 
removed. The pain was relieved after the operation. Two months 
later the boy seemed well. Examination of the surgical specimen 
revealed that the intestinal segment was irregularly ulcerated 
throughout most of its 70 cm. These ulcerations sometimes ex- 
tended into the muscularis. The intestinal arteries and arterioles 
were essentially similar to those in the first patient. The areas of 
necrosis were principally in the media and progressed from an 
alteration of staining qualities of cells to intensely staining fibri- 
noid degeneration. Necroses in the larger vessels were charac- 
terized by an acellular hyaline change in which the muscle cells 
and nuclei failed to stain. Little or no inflammatory reaction 
accompanied these changes. The smaller arteries had an intense 
fibrinoid necrosis, predominantly of the media but frequently 
involving the entire arterial wall. The lesions are believed to be 
primarily the result of changes in the circulatory dynamics after 
operation. Three cases reported previously are similar in many 
respects to the two described here. The authors conclude that, 
although this complication is infrequent, its presence should be 
suspected whenever acute abdominal symptoms develop after 
aortal resection. 


Structural Alterations in Human Aortic Homografts One to Two 
and One-Half Years After Transplantation. O. Creech Jr., M. E. 
DeBakey, D. A. Cooley and B. Halpert. Surg. Gynec. & Obst. 
103:147-154 ( Aug.) 1956 [Chicago]. 


The four patients whose histories are presented survived 14, 
24, 28, and 30 months respectively after aortic aneurisms had 
been excised and replaced by refrigerated homografts. Gross and 
microscopic studies on these implanted aortic homografts con- 
firmed observations previously made on human aortic homo- 
grafts. Such a homograft becomes functionally and structurally 
adapted to its new environment and retains much of its structural 
pattern while it is being reinforced by the fibrous connective tis- 
sue of the host. Alterations observed in the grafts 14, 24, and 28 
months old were not present in the graft 30 months after trans- 
plantation. The difference was apparently due to the fact that the 
younger grafts were long, while the oldest was short and did not 
include the bifurcation. The ultimate fate of aortic homografts 
is as yet not known. In the meantime, this procedure is an 
effective means of treating a variety of lesions of the aorta, and 
on the basis of experience to date the aortic homograft can be 
utilized with confidence. 
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Acute Pseudomembranous Enterocolitis in the Postoperative 
Patient. R. E. Weismann and E. B. Twitchell. Ann. Surg. 144: 
32-38 (July) 1956 [Philadelphia]. 


The pathological characteristics of pseudomembranous entero- 
colitis consist of inflammatory changes in the gastrointestinal 
tract, most commonly in the large and small intestine but oc- 
casionally in the stomach, with the formation of a pseudomem- 
brane on the mucosal surface. The initial changes are vascular 
engorgement in the mucosa and submucosa, progressing to edema 
and perivascular hemorrhages. Either mild or acute cases may 
complicate any postoperative convalescence. It has been observed 
more commonly after major surgical procedures on the gastro- 
intestinal tract. In the authors’ patients the onset was with fever, 
chills, choleriform diarrhea, abdominal distention, and vomiting. 
In several of the severe cases clinical dehydration was seen be- 
fore any other indication of change appeared; the mouth would 
be dry and the face drawn in spite of adequate fluid intake and 
renal output. 

In earlier literature this disease is described as running a ful- 
minating and usually a fatal course. Some authors have identified 
it with the Staphylococcus aureus (Micrococcus pyogenes). It 
should be stated that the staphylococcic enteritis of food poison- 
ing or other source is a distinctly separate morphological entity. 
Pseudomembranous enterocolitis can no longer be regarded as 
rare. It carries a mortality that can be reduced by prompt clinical 
therapy. The predominant organism found in five antemortem 
stool specimens was Staph. aureus, resistant to penicillin, strepto- 
mycin, aureomycin, and terramycin, but sensitive to chloram- 
phenicol and in two instances to erythromycin. The disappear- 
ance of the erythromycin-sensitive Staph. aureus from the stool 
after erythromycin treatment has been reported to coincide with 
clinical improvement. Corticotropin (ACTH ) and cortisone have 
been said to be beneficial. Both mild and severe forms of pseu- 
domembranous enterocolitis appeared in the authors’ cases and 
was fatal in 73% of the severe cases. The fulminating circulatory 
collapse in the severe form demands immediate diagnosis and 
aggressive supportive therapy if a fatal outcome is to be avoided. 
In the milder form of the disease the onset is often subtle and the 
diagnosis must be made on the basis of signs of toxicity and dis- 
turbed gastrointestinal function. Specific therapy will usually pre- 
vent a serious outcome in mild forms. 


Vacuolated Cells in the Sputum Simulating Adenocarcinoma 
Cells. F. R. Philps. Brit. J. Cancer 10:24-25 (March) 1956 
[London, England]. 


Fragments of tissue containing vacuolated cells are frequently 
seen in carcinoma, and, though the cells composing the clump 
usually show other characteristics of malignancy, there are occa- 
sions when clumps of vacuolated cells of relatively normal ap- 
pearance are exfoliated into the sputum from carcinomas. "Jntil 
1954 the author had never seen such vacuolated cells except in 
patients with carcinoma, but during the past year he found 
them in two patients without evidence of malignancy. One of 
these patients had had asthma as long as he could remember, 
and recently had felt pain in the right side of the chest. Speci- 
mens of sputum were examined and one was found to contain a 
clump of vacuolated cells. This was thought to be due to carci- 
noma. Bronchoscopy revealed no abnormality, but the radiologi- 
cal evidence suggested a peripheral carcinoma in the right lung 
and thoracotomy was performed. The lung was indurated and a 
biopsy was taken. Microscopic examination of the biopsy speci- 
men revealed no evidence of malignancy; however, many of the 
cells comprising the bronchiolar lining showed vacuolation, and 
it is assumed that the fragment in the sputum originated from 
this tissue. 


Appraisal of Adenomatous Polyps of the Colon, Their Histo- 
pathology and Surgical Management. H. E. Bacon and A. R. 
Peale. Ann. Surg. 144:9-18 (July) 1956 [Philadelphia]. 


Adenomatous polyps or polypoid adenomas are tumors no- 
torious for their unequivocally premalignant character. This 
study deals with those that are located between the cecum and 
the rectosigmoid junction. They are variable in size and may be 
solitary or multiple. According to Laurens and to MacElwain 
they may be grouped as follows: (1) benign adenoma, which is 
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a uniform proliferation of glands regular in size and shape; 
(2) adenoma with atypism or polyps with certain localized 
alterations in cellular characteristics that have not yet reached 
the stage where they may be called frankly malignant; (3) ade- 
noma malignum or adenocarcinoma in situ, a type of lesion with 
accepted cytological features of malignant neoplasia, better 
described as adenoma with adenocarcinomatous change, the 
adenocarcinomatous change being in situ; and (4) adenocarci- 
noma with definite invasion of the muscularia mucosa. Diagnosis 
and surgical treatment are effective when the lesion is discovered 
and eradicated before invasive malignancy has occurred. In 202 
patients the tumor was demonstrated radiologically or sigmoido- 
scopically, or by coloscopy after one or more bowel incisions had 
been made. Multiplicity of polyps was noted in 33% of the 
patients. In 200 cases the adenomatous polyp was removed by a 
transcolonic approach. A solitary adenomatous polyp of the 
colon with a substantial stalk is treated by colotomy or polypec- 
tomy; an adenomatous polyp with a long thin stalk showing 
atypical changes or carcinoma in situ is also treated by colotomy 
or polypectomy; an adenomatous polyp that is sessile is removed 
by segmental resection; a mammillation or minute adenoma, or 
both, is destroyed by fulguration through the endoscope. The 
mortality associated with resection was four times as great as 
that with polypectomy in this series; polypectomy, then, when 
used according to clinical judgment and the pathological obser- 
vations, has a definite place in the treatment of lesions that may 
well be regarded as premalignant tumors. 


The Treatment of Selected Cases of Multiple Polyps, Familial 
Polyposis, and Diverticular Disease of the Colon by Subtotal 
Colectomy and Ileoproctostomy. I. Teicher and J. I. Abrahams. 
Surg. Gynec. & Obst. 103:136-146 (Aug.) 1956 [Chicago]. 


The authors describe observations on five patients with multi- 
ple polyps of the colon, two with familial polyposis, and one with 
diverticulosis of the colon and massive hemorrhage. All eight 
patients were treated by subtotal colectomy and ileoproctostomy, 
which usually results in the preservation of a normal state of 
nutrition and little or no abnormality in the intestinal function. 
The authors feel that this should encourage a wider utilization of 
the operation in the treatment of a variety of benign and malig- 
nant lesions of the colon. Subtotal colectomy and ileoproctostomy 
is the most effective treatment of multiple polyps of the colon, 
because this procedure removes not only the polyps that have 
been detected but also hidden polyps. If carcinoma is found in 
any of the polyps in the resected specimen, the patient is already 
protected by an adequately radical resection of the colon. Se- 
lected patients with familial polyposis of the colon may be 
managed by subtotal colectomy and ileoproctostomy, but in 
approximately 5% of these patients cancer will develop in the 
retained rectal segment. This risk is the price that must be paid 
for retaining normal intestinal function in preference to an 
ileostomy. The two patients with familial polyposis presented 
here both refused ileostomy in favor of ileoproctostomy, because 
the latter procedure afforded them essentially normal intestinal 
function. Both are intelligent and realize the necessity of con- 
tinued follow-up examinations at intervals of three months. They 
understand the danger of the malignant degeneration of a polyp 
in the rectal pouch. Some complications of diverticular disease 
of the colon can be most adequately treated by subtotal colecto- 
my and ileoproctostomy. The operation removes all areas of 
disease and has no crippling effect on the gastrointestinal func- 
tion, 


Thrombocytopenia and Hemorrhage in Hemolytic Blood Trans- 
fusion Reactions. P. W. Pifer, M. A. Block and C. P. Hodgkinson. 
Surg. Gynec. & Obst. 103:129-135 ( Aug.) 1956 [Chicago]. 


If a hemolytic blood transfusion reaction occurs at the time a 
patient is undergoing surgery, bleeding from the wound and 
from all cut surfaces is almost uncontrollable. The authors studied 
some of the coagulation factors during experimentally produced 
hemolytic blood transfusion reactions. They produced hemolysis 
by the intravenous injection of fresh rabbit blood into dogs. They 
found that the intravenous administration of heterologous blood 


MEDICAL LITERATURE ABSTRACTS 523 


results in an abnormal bleeding tendency similar to that ob- 
served in hemolytic blood transfusion reactions in man. A critical 
precipitous fall of blood platelets was associated with the hemo- 
lytic transfusion reaction. The plasma fibrinogen also decreased 
slightly. The bleeding time was usually prolonged, and frequently 
the coagulation time was also prolonged. The prothrombin time 
remained normal throughout all experiments. Blood hemoglobin 
usually fell after the infusion of heterologous blood. These 
changes were generally observable for several hours, but normal 
values had usually returned 24 hours after the infusion of 
heterologous blood. 

In an effort to neutralize the effect of any heparin-like sub- 
stance that might have produced the bleeding tendency, 100 mg. 
of protamine sulfate was given intravenously to some of the dogs 
that had received heterologous blood, but this did not significant- 
ly change the abnormalities that resulted from the administra- 
tion of the heterologous blood. The depression in the blood 
platelets appeared to be of major importance in the etiology of 
the bleeding tendency observed in the experiments. Whether 
platelet depression is the primary reason for the bleeding ten- 
dency associated with incompatible blood transfusions in man is 
unknown. It appears that fibrin and platelet emboli or thrombi 
form in the blood vessels throughout the body as a nonspecific 
reaction in a number of conditions in which foreign proteins are 
present in the blood stream. This condition then results in 
thrombocytopenia and hypofibrinogenemia and a_ bleeding 
tendency. Either thrombocytopenia or hypofibrinogenemia may 
predominate in varying situations. 


Sweat Gland Carcinoma. G. B. Elliott and D. W. Ramsay. Ann. 
Surg. 144:99-106 (July) 1956 [Philadelphia]. 


Sweat gland carcinomas are tumors of the sweat glands or 
sweat gland adenomas and fall into two well-defined groups, 
almost equal in size. In one group a quiescent nodule in the 
dermis draws attention to itself by aggressive growth and fixa- 
tion to the overlying skin, which becomes purplish-red in color; 
metastasis takes place into regional nodes. The second group is 
characterized by a progressive intractable weeping eczema of 
the skin. Histologically the two groups show many characteristics 
in common. The majority of the carcinomas in the first group 
arise in the axillas or the anogenital skin, though some have 
occurred in the scalp, in Moll’s gland of the eyelid, and in the 
upper milk line, including the areola, of the breast. In many 
cases the skin blemish is known to be preceded by a painless 
movable discrete dermal nodule, quiescent for many years. A 
surgically treated case of axillary gland carcinoma of apocrine 
type with node metastases is reported in a 64-year-old man. In 
many cases malignancy is believed to have supervened on a 
preexisting papillary syringocystadenoma. Allen has pointed out 
that well-differentiated epitheliomas and even melanocarcinomas 
have been erroneously identified as apocrine sweat gland carci- 
nomas. 

The second group of sweat gland carcinomas are instances of 
extramammary Paget’s disease. They are characterized by large 
ovoid cells with clear cytoplasm scattered through otherwise 
normal skin, and they secrete a watery ooze. The clinical and 
pathological characteristics of the main variants of sweat gland 
carcinomas seem to have a close relationship to the behavior of 
mammary carcinoma. 


NEUROLOGY & PSYCHIATRY 


Neurologic Manifestations of Tumors of the Glomus Jugulare: 
Chemodectoma, Nonchromaffin Paraganglioma or Carotid-Body- 
like Tumor. R. G. Siekert. A. M. A. Arch. Neurol. & Psychiat. 
76:1-13 (July) 1956 [Chicago]. 


The tissue comprising the glomus jugulare lies in the adven- 
titia of the dome of the jugular bulb as well as within the 
temporal bone. Because of its position, tumors arising in the 
glomus jugulare may produce neurological symptoms and signs. 
The author discusses the neurological manifestations observed in 
33 patients in whom the diagnosis of tumor of the glomus 
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jugulare was made microscopically, either at biopsy of a polyp 
or mass in the ear or from tissue removed at mastoidectomy or 
some other operative procedure in the region. Tumors of the 
carotid body were not included in the study. The site of origin 
of glomus tumors was assumed to be any one (or several ) of the 
glomic formations comprising the glomus jugulare complex. The 
tumor presented in several ways: as a polyp easily visible in the 
external auditory canal, reddish or bluish-red, often pulsating; 
as a polypoid growth behind the eardrum or reddening and 
obscuring the landmarks of the drum; or as a red, friable mass 
with the appearance of granulation tissue in the external canal. 
In four patients a tumor was seen within the cavity left after 
radical mastoidectomy. Growths of this type bleed easily, and 
occasionally, when they are removed by simple polypectomy, 
brisk hemorrhage may occur. 

Twenty-two of the 33 patients were women. The ages of the 
patients at the time the diagnosis was made ranged from 33 to 71 
years. The ages when symptoms began ranged from 2 to 65 
years; however, only one patient began having symptoms before 
20 years of age, and this one had an extraordinarily long history, 
of 42 years, of chronic purulent aural discharge. The duration of 
symptoms before the diagnosis was established averaged seven 
years. Involvement of the acoustic nerve was observed in 27 of 
the 33 patients. In 14 of the patients other cranial nerves in addi- 
tion to the eighth cranial nerve were involved. The neurological 
symptoms included deafness, tinnitus, vertigo, hoarseness, 
dysphagia, facial weakness, diplopia, and pain in the ear, head, 
or face. Involvement of the cranial nerves, from the 3rd through 
the 12th, except for the 4th, were observed, and bruit, ataxia, 
nystagmus, Horner’s syndrome, and exophthalmos were present. 


Pathogenesis of Experimental Poliomyelitis: I. The Virus Content 
of the Cerebrospinal Fluid. G. Kersting, H. Lennartz and H. 
Pette. Deutsche Ztschr. Nervenh. 175:72-86 (No. 1) 1956 (In 
German ) [Berlin, Germany]. 


Opinions are still divided as to whether the virus of poliomye- 
litis spreads by way of the bloodstream or along the nerves. The 
authors report studies on 18 African monkeys, 6 of which were 
given intraneural injections of a suspension of the Brunhilde 
strain of the poliomyelitis virus; 6 others were given intramus- 
cular injections of the same suspension; and the 6 remaining 
animals were given 5 ml. of a concentrated suspension in 100 cc. 
of banana pulp by mouth. This oral administration of the virus 
never resulted in the development of poliomyelitis, nor was it 
possible to detect the virus in either the blood or the cerebro- 
spinal fluid. This seems to prove that these African monkeys are 
not susceptible to the oral administration of poliomyelitis virus. 
Three monkeys were given the injection into the sciatic and 
three into the ulnar nerve. The injection into the sciatic nerve 
was followed by symptoms of typical paralytic poliomyelitis 
after an incubation period of from 5 to 10 days, and the disease 
caused death after an illness of two or three days. Viremia was 
present approximately four days before the appearance of the 
neurological symptoms. By the time the paralytic symptoms 
appeared the virus had usually disappeared from the blood 
stream, but it was found in the cerebrospinal fluid two days after 
the onset of the viremia and it was generally still present there at 
the onset of the paralysis. The three animals receiving the virus 
by injection into the ulnar nerve also showed typical poliomye- 
litis symptoms. Viremia was always present from five to two 
days before the appearance of the clinical symptoms, but in these 
animals the virus was never found in the cerebrospinal fluid. 

The intramuscular inoculation of the virus was given to three 
monkeys in the left upper arm and to the other three in the right 
thigh. Poliomyelitic paralysis developed in two of the animals 
receiving the inoculation into the arm. Viremia was observed in 
these two animals as well as in the third, which did not develop 
symptoms. In the animals that showed paralytic symptoms, the 
virus was also found in the cerebrospinal fluid at the time of 
onset of the paralytic symptoms. Only one of the three monkeys 
in which the virus was injected into the thigh showed symptoms 
of poliomyelitis, and in this animal virus was found in the blood 
as well as in the cerebrospinal fluid. In the two animals who 
remained healthy, poliomyelitis virus was found in neither the 
blood nor the cerebrospinal fluid. None of the observations 
described suggest that the virus of poliomyelitis travels along 
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the nerves. The fact that no involvement of the central nervous 
system occurred without a previous virema, the chronologic re- 
lationship between the appearance of the virus in the blood and 
in the cerebrospinal fluid, and the onset of paralysis indicate 
that the virus reaches the central nervous system by way of the 
blood stream. The authors believe that the relatively constant 
time difference between the appearance of the virus in the 
cerebrospinal fluid and the onset of paralytic symptoms does not 
indicate that the central nervous tissues are infected by way of 
the cerebrospinal fluid. On the contrary, they think that the 
cerebrospinal fluid and the tissues of the brain and the spinal 
medulla receive the virus simultaneously through the blood- 
stream. The span of time during which there are no symptoms 
seems to be necessary for the development of the disease process 
to the point at which the first signs of paralysis indicate that the 
damage to the motor nerve cells has reached a certain quantita- 
tive level. 


THERAPEUTICS 


Radioactive Iodine in Treatment of Hyperthyroidism: Prelimi- 
nary Report on Results. L. Fierro del Rio and L. Cancino Serna. 
Rev. invest. clin. 8:21-36 (Jan.-March) 1956 (In Spanish) 
[Mexico, D. F., Mexico]. 


Thirty-eight patients with hyperthyroidism were observed. 
There were 30 women and 8 men, between the ages of 12 and 
68 years. Thirty-four patients had a diffuse toxic goiter and four 
had a toxic thyroid adenoma. The treatment consisted of oral 
administration of radioactive iodine (I'*'). The drug was given 
in a dose of 1 mc. per gram of weight of thyroid tissue, as calcu- 
lated by palpation of the thyroid gland. Dosage for patients with 
diffuse toxic goiter who received a single dose varied between 
2.5 and 13.2 mc.; those receiving two doses had a total amount 
of from 6.9 to 12.2 mg.; and two who received three doses had a 
total amount of 14.1 and 17.5 me. respectively. The single dose 
for patients with toxic thyroid adenoma was 8, 10, 13.6 and 15.1 
me. respectively. Thirty-five patients were followed up for two 
and a half years. All patients were cured. One patient with toxic 
thyroid adenoma and cardiac complications of rheumatic fever 
recovered from both conditions. Later she developed hypothy- 
roidism that is controlled by daily small doses of desiccated 
thyroid (16 mg.). Administration of I'*' is the treatment of 
choice in diffuse toxic goiter and in toxic thyroid adenoma. The 
only contraindications are pregnancy and lactation. Hypothyroid- 
ism may occur. It is either transient or controllable by adminis- 
tration of daily small doses of desiccated thyroid. The treatment 
is economical and well tolerated. It does not cause complications. 
Great improvement appears within two weeks after the treatment 
and complete cure in four months. However, it does not correct 
exophthalmos. 


Clinical Investigations with the New Sedative, (Nonbarbiturate) 
Doriden. W. Niessen. Miinchen. med. Wchnschr. 98:844-845 
(June 15) 1956 (In German) [Munich, Germany]. 


The new sleep-inducing drug, Glutethimide (Doriden), is 
alpha-ethyl-alpha-phenyl-glutarimide; it is not a barbiturate. 
The author studied its efficacy on 194 patients, after 122 others 
had been eliminated from the trial by a double placebo test be- 
cause of excessive suggestibility. Preliminary placebo tests are 
of great importance in evaluating sleep-inducing drugs, as psy- 
chological factors and suggestibility play an important part in 
many patients who take hypnotics. The author regards as nor- 
mal a type of sleep in which fairly rapid going to sleep is fol- 
lowed by three or four hours of deep, sound sleep and this by a 
further three or four hours of less profound sleep that merges 
gradually into the waking state. One hundred fourteen of the 
194 patients attained normal sleep after taking an adequate dose 
of Glutethimide varying individually from 1 to 2 tablets. Those 
who did not respond to 2 tablets also usually failed to respond 
to 3 tablets. The author concludes that Glutethimide safely 
counteracts moderate and severe insomnia. It can be used over 
long periods without the danger of side-effects or other sequels; 
the drug does not influence the blood pressure, the blood pic- 
ture, or the function of the liver. 
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Tetracycline with Special Regard to Possibility of Development 
of Staphvlococeous Enteritis. K. R. Eriksen, E. H. Thaysen and 
F. Raaschou. Ugesk. leger 118:543-547 (May 24) 1956 (In 
Danish ) [Copenhagen, Denmark]. 


In connection with cases reported in the literature and two 
of the authors’ cases, attention is called to the fact that admin- 
istration of tetracycline, as of chlortetracycline (Aureomycin) 
and oxytetracycline (Terramycin), involves the risk of the de- 
velopment of staphylococcous enteritis. Staphylococcous enter- 
itis ocurs so seldom and so capriciously that it is not possible to 
determine from the clinical material whether the frequency of 
the complication is the same after administration of the three 
antibiotics. McCorry and Weaver conclude that, while the in- 
cidence of diarrhea is the same after use of all three antibiotics, 
nausea manifests itself less often after use of tetracycline, which 
agrees with the general conception that the diarrhea depends 
on changes in the intestinal flora, while the cause of the nausea 
lies in the chemical structure of the substances. Tetracycline will 
perhaps prove more advantageous than Aureomycin and Terra- 
mycin with regard to the complication of nausea; as for the in- 
testinal complications, including the risk of staphylococcous 
enteritis, the three tetracyclines will probably prove to be 
equally responsible. 


Treatment of Typhoid with Isoniazid. G. Conese and L. Colonna. 
Policlinico (sez. med.) 63:137-148 (June) 1956 (In Italian) 
[Rome, Italy]. 


The authors studied the effect of isoniazid on 41 patients with 
typhoid. Twenty-three patients were treated only with isoniazid. 
Two hundred milligrams was the maximal dose per day; it was 
given in divided doses of 50 mg. Treatment was continued for a 
few days after disappearance of the fever. Eighteen patients 
were treated with 200 mg. per day of isoniazid and 1.5 gm. per 
day of chloramphenicol. Most of the patients were young. Clini- 
cal results were very satisfactory. Splenomegaly and hepatomega- 
ly were the last symptoms to disappear. Recurrence of the fever 
was noticed in only one patient. The limited number of cases 
does not permit the authors to formulate a hypothesis on the 
mechanism of action of the drug. The effect of isoniazid depends 
on the stage of the disease; poor results are obtained in the acute 
stage. Isoniazid was chosen on account of its effect on the 
diencephalon-pituitary system. The synergistic action of chlor- 
amphenicol failed in only one patient. 


Bacteroides in Intra-Abdominal Sepsis: Their Sensitivity to Anti- 
biotics. W. A. Gillespie and J. Buy. Lancet 1:1039-1041 (June 
30) 1956 [London, England]. 


Peritonitis is usually caused by organisms from the intestine. 
Escherichia coli and other members of the coliform group and 
aerobic streptococci are usually incriminated. Anaerobic strepto- 
cocci and clostridia are sometimes mentioned, but the anaerobic 
nonsporing bacilli of the Bacteroides group are usually ignored. 
The authors made studies on the bacteriology of intra-abdominal 
sepsis to find out how often Bacteroides were present as com- 
pared with other organisms and to determine the sensitivity of 
Bacteroides to antibiotics and sulfonamide. They regarded all 
gram-negative anaerobic nonsporing bacilli as Bacteroides, al- 
though this definition covers a heterogeneous group of organisms. 
Most of the organisms were isolated from the pus of suppurative 
lesions in the abdomen. There were 34 specimens from either 
localized or generalized peritonitis caused by appendicitis, 18 
specimens from peritonitis of other causes, and 46 swabs from 
discharging wounds of the abdominal wall. In addition, 13 
acutely inflamed appendixes were obtained from the operating 
theater as soon as possible after operation. 

The organisms most commonly identified in the 111 speci- 
mens examined were Bacteroides in 67 specimens, coliform 
organisms in 66, anaerobic streptococci in 43, and aerobic strep- 
tococci in 40. The cultures of exudates on the surfaces of in- 
flamed appendixes yielded relatively more anaerobic streptococci 
and Bacteroides than did the cultures of peritoneal pus. This 
difference probably reflects the greater care with which cultures 
from the appendixes were studied. The cultures were nearly 
always mixed, but in many specimens Bacteroides were the 
predominating organisms and often they were numerous. Most of 
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the Bacteroides strains were resistant to penicillin, streptomycin, 
bactitracin, neomycin, and polymyxin B. All were sensitive to 
the tetracyclines and to chloramphenicol. Most were sensitive to 
sulfonamide and moderately or fully sensitive to erythromycin. 
The authors feel that it would be wrong to dogmati@ about the 
antibiotic treatment of a condition whose bacterial causation is 
as complex and variable as peritonitis. Penciliin and streptomycin 
are often given simultaneously to control infection by gram- 
positive organisms and by coliform bacilli. The sensitivity tests 
showed the tetracyclines to be highly acuive against Bacteroides; 
they are also active against most coliform bacilli, streptococci, 
and clostridia. The tetracyclines are therefore probably superior 
to penicillin and streptomycin, which are unlikely to influence 
abdominal infections in which Bacteroides are the main agents. 
Those who prefer to use penicillin and streptomycin in peritonitis 
should be prepared to substitute a tetracycline if these drugs 
prove ineffective. 


The Effect of Beta Sitosterol on the Serum Lipids of Young Men 
with Arteriosclerotic Heart Disease. J. W. Farquhar, R. E. 
Smith and M. E. Dempsey. Circulation 14:77-82 (July) 1956 
[New York]. 


Previous studies in human beings on unrestricted diets indi- 
cated that the plant sterols ( beta or gamma sitosterol ) reduce the 
serum cholesterol level. This report is concerned with observa- 
tions on 15 young men, ranging in age from 26 to 45, who had 
had myocardial infarction. Serial serum lipid determinations 
were made during a three-phase study: (1) a premedication 
period of 6 to 12 weeks, (2) a period of sitosterol administration 
of 12 to 24 weeks, and (3) a period of placebo administration of 
10 to 16 weeks. Cholesterol intake was from 200 to 300 mg. per 
day in the nine patients on fat-restricted diets and 900 to 1,000 
mg. per day in the six patients on diets “normal” in fat content. 
Three equal portions of 8-sitosterol were given orally immediate- 
ly before meals in total amounts of 12 to 18 gm. per day. For 
comparative base-line studies, serum lipid determinations were 
made on 15 apparently normal men matched with the patients 
as regards age. It was found that the patients had significantly 
increased cholesterol, beta lipoprotein lipid, and total lipid levels. 
The administration of 8-sitosterol resulted in highly significant 
reductions in serum cholesterol and §-lipoprotein lipid levels, 
with a lesser reduction in total lipid and a slight rise in -lipo- 
protein lipid. The apparent lack of deleterious effects, coupled 
with the observed changes, suggests the potential benefits of 
sitosterol administration. Its role as a therapeutic agent in clini- 
cal medicine has not yet been established. 


Researches on a New Hypoglycemic Substance, the N-1-Sul- 
fanilyl-N-2-n-Butylcarboamide: Part 1. S. Garattini and L. Tes- 
sari, Clin. terap. 10:418-422 (April) 1956 (In Italian) [Rome, 
Italy]. 


N-1-sulfanilyl-N-2-n-butylcarboamide is a bacteriostatic sub- 
stance with a hypoglycemic effect in the normal animal and in 
animals with diabetes. The effect is proportional to the quantity 
of substance received by the animal. The authors report on the 
distribution of the drug in the organism and the sensitivity to 
insulin in rats treated for a long time with the drug. Distribution 
of the drug in the organism is compared with the distribution of 
a regular sulfamide. Albino rats averaging 150 gm. in weight 
were given quantities of the drug equal to .00 mg. per kilogram 
of sulfamide and 315 mg. per kilogram of N-1-sulfanilyl-N-2-n- 
butylcarboamide. The drug was absorbed readily; the elimination 
was slower than the elimination of simple sulfamides. The drug 
had no particular tropic effect on the pancreas, It had poor 
penetrability for the nervous tissue. 

Sensitivity to insulin was studied in rats treated for nine con- 
secutive days with 750 mg. per kilogram of the new sulfamide 
by gastric test. Twenty-four hours after the last dose of the drug 
and after 20 hours of fasting, the rats were injected with insulin. 
Rats treated with the drug were more sensitive to the effect of 
insulin than control rats. This effect was not due to a combined 
effect of the insulin and the new sulfamide. The new sulfamide 
causes a 35% fall in glycemia and increases the effect of the 
hepatic glycogen. Glucose given to rats that had received the 
new sulfamide and insulin had no effect. 
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BOOK REVIEWS 


Anesthes#® for Obstetrics: Labor, Delivery, Infant Care. By Robert A. 
Hingson, Professor of Anesthesia, Western Reserve University, Cleveland, 
and Leuis M. Hellman, Professor of Obstetrics and Gynecology, State Uni- 
versity of New York, New York City. Certain portions of this book ap- 
peared in “Control of Pain in Childbirth,” ed. 3, by Clifford B. Lull and 
Robert A. Hingson, Lippincott, 1948. Cloth. $12.50. Pp. 344, with 147 
illustrations. J. B. Lippincott Company, 227-231 S. Sixth St., Philadelphia 
5; 2083 Guy St., Montreal, Canada; Pitman Medical Publishing Co., 
Pitman House, 39-41 Parker St., Kingsway, London, W.C.2, England, 
1956. 


The eminence of the authors puts the stamp of authority on 
this comprehensive work, which is both broad in scope and 
detailed in its specific recommendations, Including both histori- 
cal and the latest developments in the fields of obstetrics and 
anesthesiology, this book stresses the interrelationships of the 
two fields and their dependence on each other in achieving the 
goal of a safe and pleasant delivery for pregnant patients. 
Psychological aspects of pregnancy, delivery, and pain relief are 
discussed. Anatomy and physiology related to both obstetrics 
and anesthesia are clearly described. The effects of analgesic, 
amnesic, soporific, and anesthetic drugs and the techniques of 
their administration are dealt with in detail, as are the hazards 
and the complications that may arise from the use of each drug 
or technique. Indications, contraindications, and precautions are 
itemized, and the specific fields of usefulness of each drug and 
procedure are stressed. A chapter is devoted to the control of 
pain in the presence of maternal and fetal complications. The 
care of the newborn infant and methods of reducing infant and 
maternal mortality are discussed. The chapter on organization of 
an anesthesia service for obstetrics can be used as a guide in 
setting up such a service where it does not already exist. Large, 
clear type on good paper makes the book easy to read. Many 
diagrams, photographs, tables, and graphs assist the reader in 
obtaining a clear understanding of the text. The quality of this 
work is excellent. This book should be of great value to all physi- 
cians whose practice includes the administration of anesthetics 
or the care of pregnant women. Specialists in these fields, as well 
as medical students and general practitioners, should also find a 
study of this volume rewarding. 


Safety Education. By A. E. Florio, Ed.D., Associate Professor of Safety 
Education, University of Illinois, Urbana, and G. T. Stafford, Ed.D., Pro- 
fessor of Physical Education, University of Illinois. Cloth. $5.50. Pp. 327, 
with 50 illustrations. McGraw-Hill Book Company, Inc., 330 W. 42nd St., 
New York 36; 95 Farringdon St., London, E.C.4, England, 1956. 


With accidents the leading cause of death and disability 
among school children, the need for increased emphasis on safety 
education in the modern school is self-evident. In this volume, 
the authors suggest policies, practices, and procedures that will 
help to bring about appropriate adaptation of the curriculum. 
The primary goal of safety education—safe behavior—does not 
necessarily result from the mere acquisition of knowledge. Be- 
yond this there must be motivation that influences attitudes and 
skills that condition safety practices. Safe behavior can never be 
completely prescribed; skills must be flexible to meet new situa- 
tions and hazards not previously encountered. While dramatic 
advances were being made against childhood diseases, gains in 
safety records have had to be inched out without benefit of 
“wonder drugs” or new immunization procedures. Reexamina- 
tion of current methods of teaching safety, with emphasis on in- 
tegration of safety education with concurrent school activities, 
may enable us to make more rapid progress. The authors show 
how suitable stress on safety in science, in social studies, in shops, 
in physical education, and elsewhere in the curriculum has prac- 
tical value for safe living, both during school years and for the 
future. The volume provides good coverage of the scope and 
methods of safety education and includes all the areas of safety 
properly related to the school program. It is clearly written and 
well organized and is helpfully, although not profusely, illustrat- 


‘ed. It should make a worthwhile contribution to a field that can 


stand additional materials of both textbook and reference type. 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 


specifically so stated. 


The Abnormal Personality: A Textbook. By Robert W. White. Second 
edition. Cloth. $6.50. Pp. 644. Ronald Press Company, 15 East 26th St., 
New York 10, 1956. 


This is the extensively revised edition of a book written pri- 
marily for the nonprofessional reader, particularly university 
students who take courses in abnormal psychology. The author's 
qualifications for writing such a book are unknown, since his 
name is not accompanied by any letters indicating a degree or 
by any description of his training. The organization of the book 
and its contents closely resembles that of an elementary textbook 
in psychiatry. The phenomenological descriptive aspects of the 
several nosological entities are given less prominence than they 
usually are in psychiatric textbooks. A dynamic, genetic point of 
view is dominant throughout. The author is to be commended 
for taking the position that the classical psychoanalytic point of 
view is not an acceptable frame of reference. He prefers a so- 
called neo-Freudian position and “balancing my earlier reliance 
on Horney with ideas drawn from Fromm and Sullivan.” Espe- 
cially in this year, the centennial of his birth, it is strange to see 
Freud mentioned with only a little more prominence than are 
those who broke away from him at different times. It gives the 
impression that the contributions made by these authors are equal 
to those of Freud, the man who created the science of psycho- 
analysis. The author emphasizes the somatogenic aspects of 
mental disease and maintains the same attitude in the descrip- 
tion and evaluation of various therapies. Psychotherapy and 
organic therapies are described extensively and adequately. Since 
this book is intended to reach a segment of the public that is not 
likely to read textbooks on psychiatry, it should fulfill an impor- 
tant educational function. 


Blakiston’s New Gould Medical Dictionary: A Modern Comprehensive 
Dictionary of the Terms Used in All Branches of Medicine and Allied Sci- 
ences, Including Medical Physics and Chemistry, Dentistry, Pharmacy, 
Nursing, Veterinary Medicine, Zoology and Botany, as well as Medicolegal 
Terms; with Illustrations and Tables. Editors: Normand L. Hoerr, M.D., 
and Arthur Osol, Ph.D. With cooperation of editorial board and 88 con- 
tributors. Second edition. Cloth. $11.50. Pp. 1463, with 252 illustrations. 
Blakiston Division, McGraw-Hill Book Company, Inc., 330 W. 42nd St., 
New York 36; 95 Farringdon St., London, E.C.4, England, 1956. 


The addition of new terms in medicine and the allied sciences 
is rapid enough to justify the publication of a new edition of any 
medical dictionary every three or four years. Since it has been 
seven years since the first edition of this book was published, the 
new volume is most welcome and most useful. A table of radio- 
active and other isotopes commonly used in medicine has been 
added to the appendix. All illustrations have been grouped to- 
gether in the center of the book. This arrangement is a con- 
venience for the printer rather than the reader. There have been 
many changes in the list of contributors. For many years this 
dictionary and its predecessor, Gould’s Medical Dictionary, have 
been of top quality. The publication of this revision assures it of 
maintaining that position. 


The Story of Blindness. By Gabriel Farrell. Cloth. $4.50. Pp. 270. Har- 
vard University Press, Cambridge 38, Mass.; Oxford University Press, Amen 
House, Warwick Sq., London, E.C.4, England, 1956. 


With a background of 20 years as director of the Perkins In- 
stitute, the author has presented the history of the care of the 
blind through the ages. This is not a treatise on the detailed 
training of the blind individual but rather a broad survey of the 
sociologic aspects and the history of the developments of institu- 
tions for the blind and the development of the various techniques 
for assistance of the blind. The attempt to develop a type to be 
read with the fingers, resulting in the modern Braille system, 
has been described in a most interesting fashion. Because of the 
variation in the definition of blindness in various countries, it is 
almost impossible to estimate the total number of blind in the 
world; but the author gives a figure of 6,700,000, which, even if 
only partially correct, emphasizes the tremendous importance of 
the problem of care and training. This volume may be read with 
profit by anyone having an interest in the educational, sociologic, 


or medical aspects of blindness. 
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QUERIES AND MINOR NOTES 


PULLING TEETH DURING POLIOMYELITIS SEASON 

To THE Eprror:—What is the current attitude concerning the 
extraction of teeth in children during the poliomyelitis “sea- 
son.” Some of these extractions are of an imperative nature. 
Does the fact that the child has had antipoliomyelitis vaccina- 
tion render such extractions innocuous? Does very recent 
(within one or two weeks) vaccination present any special 
problem with respect to extraction? 


Sherman E. Gordon, M.D., White Plains, N. Y. 


ANSWER.—The data concerning the influence of dental extrac- 
tion on poliomyelitis during the poliomyelitis season are not fully 
conclusive. Nevertheless, the indication still remains that trauma 
of this sort would be undesirable during high epidemic preva- 
lence. If vaccination were done in advance or if sufficient dosage 
of gamma globulin were given prior to the undertaking one 
would anticipate that the major risk was eliminated. Recent 
vaccination should pose no difficulty with respect to extraction, 
but it would be advantageous if the child had had the full course 
of vaccination. 


EDEMA OF PHARYNX DURING TONSILLECTOMY 


To tHE Epitor:—At a medical staff meeting the anesthetist 
reported a case of edema of the entire pharynx and uvula 
during a tonsillectomy in an adult. He thought it was due 
to too strong a suction. However, the question was raised 
as to whether this reaction was not caused by the effect of 
the endotracheal tube and the local anesthetic ointment that 
the tube is lubricated with. Please comment. 

M.D., Massachusetts. 


ANnswer.—It is possible that the patient was allergic to some- 
thing used in the lubricant employed on the endotracheal 
tube. One way to avoid this problem is to use nothing but an 
inert, water-soluble lubricant. Edema also can be produced by 
rough intubation. Strong suction could produce considerable 
trauma, actually carrying off small portions of mucosa. If the 
suction is responsible, injury of that kind would probably be 
apparent. 


ITCHING, JAUNDICE, AND CANCER OF PANCREAS 


To tHE Eprron:—What will alleviate severe pruritus secondary 
to obstructive jaundice in pancreatic carcinoma? The patient 
has already had an attempted bypass operation that was un- 
successful. He eats well and has no pain as yet. Abdominal 
distention and bloating with eructation are moderate. Pruritus 
is his only real complaint. Jaundice has been present for 
about six months. M.D., Pennsylvania. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSwEn.—Methyltestosterone in doses of 25 to 30 mg. a day 
has given the most relief for itching associated with jaundice. 
No other drugs have been of much benefit. In this patient one 
would suggest that, since one bypass operation was unsuccess- 
ful, the surgeon might attempt simple external biliary drainage 
with a T-tube in the common duct. Certainly a draining bile 
fistula would be much preferred to a miserable life with intense 
pruritus. 


ANswer.—Pruritus occurs in a high percentage of patients with 
obstructive jaundice and is believed to be the result of a high con- 
centration of bile salts, which produces an irritation of cutaneous 
nerves. Decompression of the biliary tree is the treatment of 
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choice. When this is unsuccessful, one must resort to nonspecific 
measures. In some patients the symptom may be easily relieved, 
but the large number of therapeutic agents that have been advo- 
cated indicates that no one therapy is uniformly successful, and 
occasionally all attempts to alleviate pruritus fail. The agents that 
have been utilized for this patient may be successful. Other medi- 
caments that may be beneficial include cortisone (100 mg. per 
day), intravenously given procaine (a 0.1 or 0.2% solution in 
500 cc. of isotonic sodium chloride), adenylic acid (20 mg. per 
hour for five hours and repeated daily as necessary), sodium 
thiosulfate (1 gm. intravenously daily ), antihistaminics, calcium 
gluconate, and colchicine. 


CHILLS AND FEVER 

To THE Eprror:—In the case of an ailment that manifests itself 
in chills and fever, will the temperature when taken during 
a chill be elevated or subnormal? 


Samuel Barmak, M.D., Nice, France. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


Answer.—If a patient is having a chill, his rectal temperature 
will usually be found elevated and rising. At the same time, 
his skin will feel cold to the examiner’s touch. The patient feels 
cold subjectively, because his sensations of temperature depend 
largely on skin temperature. The skin, during the chill, is cold 
because of the constriction of its blood vessels, which dimin- 
ishes heat loss through the skin and contributes thus toward a 
rise in the internal temperature of the body. The muscle con- 
tractions during the chill likewise contribute toward this result 
by producing more heat. The basic cause of the fever, however, 
is a change in the thermoregulatory center in the brain, due 
probably to products of tissue injury. After the chill subsides, 
the skin vessels dilate, the skin becomes warm, and heat is 
lost through the skin, but the patient remains febrile because 
the thermoregulatory center maintains a higher level of heat 
production than before. 


ANSWER.—The exact mechanism producing the sensation of 
chill is obscure. Externally applied cold will produce this sen- 
sation if the skin temperature falls more rapidly than 0.004 C 
per second. The phenomenon of chill is characterized by marked 
general vasoconstriction, resulting in decreased ability to dis- 
sipate heat, and by shivering, with its increased rate of heat 
production. Thus, a chill is associated with a rapid rise in body 
temperature, and an oral, rectal, and usually a skin temperature 
taken at the end of a significant chill will be elevated. At the 
beginning of the chill, however, the skin temperature may be 
depressed and the rectal temperature may be either normal or 
slightly elevated. One study of simultaneous duodenal and 
rectal temperatures at the onset of pyrogenic chill showed slight 
elevation of the former but not of the latter over control levels. 


QUINIDINE FOR ELDERLY PATIENTS 


To tr: Eprror:—Please comment on the length of time quini- 
dine sulfate, 3 grains (0.2 gm.) daily, should be given to 
elderly patients who do not have fibrillation. Is it effective 
for pain at night in the extremities of older people? 

Orah K. Allen, M.D., Los Altos, Calif. 


ANSWER.—Quinidine sulfate is rapidly excreted from the body 
and in the amount mentioned may very likely be given indefi- 
nitely regardless of the presence or absence of atrial fibrillation. 
However, quinidine is a cardiac depressant and any evidence 
of depression of cardiac function may contraindicate its use. 
Such evidence might consist of anginal pain, cyanosis, or elec- 
trocardiographic changes. Some patients are sensitive to all 
quinine derivatives, and, with this fact in mind, quinidine 
therapy should be cautiously initiated. Quinidine often proves 
highly effective in the control of nocturnal leg pain. 





528 QUERIES AND MINOR NOTES 


SPONGE BIOPSIES FOR LUNG CANCER 


To THe Eprror:—We do sponge biopsies of carcinoma of the 
lungs and other tracheal lesions. The sponge we have been 
using has been nonabsorbent. Are there any absorbent sponges 
on the market? I believe the absorbent sponges would have 
considerable advantage over the nonabsorbent type. 


C. Wilson Orr, M.D., Anderson, S. C. 


ANsWER.—The absorbent sponge most often used for obtain- 
ing a diagnosis of cancer is Gelfoam, no. 12. This sponge has 
been used in the detection of cancer of the cervix, rectum, and 
skin as well as the lung. For the most part, the technique is to 
bring the sponge directly in contact with the suspected area 
after this area has been brushed clean with a piece of dry, 
sterile gauze. The sponge is allowed to become well soaked 
with tissue juices and suspended contents and is then placed in 
a bottle of 10% Formalin. After fixation, the sponge is sectioned, 
particularly in the area that shows the greatest amount of dis- 
coloration and absorbed material. Microscopically the cells are 
seen to be contained within the matrix of the Gelfoam sponge, 
and, in four cases of bronchogenic carcinoma in which it was 
used, it was positive. In one instance in a suspected lung cancer 
in which the bronchoscopy was negative and the primary was 
not seen, the Gelfoam sponge method absorbed cells that per- 
mitted a diagnosis of cancer, whereas the ordinary method of 
bronchial washing did not produce any diagnostic material. As 
more data accumulate, the question of the superiority of this 
Gelfoam method over direct biopsy and/or bronchial washing 
may be determined. 


LUPUS ERYTHEMATOSUS DURING PREGNANCY 


To tHE Eprror:—Please outline treatment on the following 
patient. A 27-year-old woman was first seen in October, 1955, 
at which time a routine Kahn blood test was reported as 32 
Kahn units. History and physical examination, including spinal 
fluid test, were normal. She was given 8 million units of peni- 
cillin. When next seen in April, 1956, she was two months 
pregnant. In May she called my attention to a raised, red 
discrete swelling 2 cm. in diameter on her forehead and a 
reddened area across the bridge of her nose. These areas were 
asymptomatic, and no other abnormal physical findings were 
present. An L. E. cell preparation was reported positive. Since 
this time the skin lesions have gotten larger, but her only 
complaint is weakness. Routine blood cell counts and urinalysis 
are within normal limits. M.D.., Tennessee. 


ANsSwER.—In view of the development of skin lesions and the 
positive L. E. cell preparation, it is doubtful that the patient had 
syphilis in October, 1955. The routine Kahn test reported as 32 
Kahn units may be a false serologic reaction. It should be 
definitely determined whether this patient had syphilis prior to 
therapy. The Treponema pallidum complement fixation test will 
provide this answer; a blood sample should be sent to the state 
serologic laboratory for this procedure. In all likelihood this 
patient has lupus erythematosus. This is a serious complication of 
pregnancy. The patient is now in midpregnancy and exhibits few 
symptoms; therefore, the gestation may be allowed to continue. 
No special treatment is indicated. However, if a positive diag- 
nosis is established, future pregnancies are probably undesirable. 


CACTUS LEAVES AND BLOOD SUGAR 

To THe Eprror:—A white woman, 70 years of age, who seemed 
intelligent, said that she had diabetes and had had a blood 
sugar level of over 200 mg. per 100 cc. on repeated tests. 
She stated that her diabetes had been controlled by insulin for 
three months, after which time she discontinued its use. Her 
urine had remained sugar-free and, to the amazement of her 
doctor, she consistently showed a normal blood sugar level 
by treating herself with a glassful of water daily in which 
the leaves of the ordinary leaf cactus had been soaked. Have 
you heard of cactus being used in the treatment of diabetes? 


Prentiss L. Hyder, M.D., Corpus Christi, Texas. 


Answer.—In a woman 70 years of age whose diabetes had 
been controlled by insulin for about three months, it is not 
unusual for the urine to remain sugar-free if other conditions of 
diet and exercise remain constant. The probability is that her 
urine would remain sugar-free even had she not taken the 
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water with cactus leaves. Extracts of plants of various kinds 
have been reported to have the effect of lowering the blood 
sugar level. None of them have the other attributes common to 
insulin. This consultant does not remember having seen cactus 
leaves mentioned. 


EXCESSIVE FAT IN CERTAIN BODY AREAS 


To THE Eprror:—A man was obese until he was about 16 years 
old, apparently from excessive food intake, then he became 
sensitive about his size and through dieting became about 
normal in weight. He appears normal now at 32 years of age 
except for excessive adipose tissue that covers what are appar- 
ently well-developed muscles of the abdomen and some exces- 
sive fat in the region of the breasts. Efforts to remove this by 
diet seem to cause loss of tissue from the face and extremities 
without much change in the abdominal fat. Exercise is not of 
much help. He is healthy and active. What can be done to 
remove this tissue without causing other areas of the body to 
lose too much subcutaneous tissue and thus appear thin? Do 
electric massage machines do any good? 


M.D., Tennessee. 


ANSWER.—There is no doubt that obesity is caused by an 
intake of food energy above that expended. The distribution of 
adipose tissue, however, depends to a large extent on other 
factors. Undoubtedly endocrine function, especially gonadal, 
plays some role, but in most normal individuals it is probably 
minor. Most important in the distribution of adipose tissue in the 
body appears to be the individual’s body build, which is to a 
considerable extent determined on a genetic basis. This presum- 
ably accounts for the remaining fat in the anterior abdominal 
wall and in the region of the breasts of this patient. Although 
exercise is an extremely slow, laborious, and often ineffective 
method of losing weight, it will help the redistribution of adipose 
tissue to some extent and the maintenance of good muscle mass 
throughout the body during a period of dietary restriction. It 
would seem likely that, with suitably planned exercises together 
with only moderate dietary restriction, further fat would be lost 
from the body without significant change in the face and extremi- 
ties. If in fact this is impossible, persistence of some adipose 
tissue may have to be tolerated. Electric massage machines are 
generally ineffective in weight reducing or in distributing the 
weight throughout the body. 


SMALLPOX VACCINATION 


To THE Eprror:—My wife, born in Africa and vaccinated there 
as a child with an inactivated vaccine, was probably vacci- 
nated for the first time as an adult before our departure for 
Africa in 1951. Ten days after the vaccination she reacted with 
fever and a serious meningeal syndrome. There were never 
clinical signs of a postvaccinal encephalitis, and recovery was 
complete after two weeks. Is there a possibility of an identical 
or possibly much graver reaction after an eventual revaccina- 
tion, required by the quarantine-rules before our return to 


Europe? M.D., Belgian Congo, Africa. 


ANSWER.—Primary vaccinations in adults are not infrequently 
severe. Since the vaccination described was successful and 
encephalitis did not develop, there is no likelihood that a re- 
vaccination at this time would be hazardous. If a vaccination is 
performed now by the multiple pressure method, either a “no 
take” (sometimes erroneously called an immune reaction) or an 
accelerated reaction should be anticipated. Under the latter 
circumstance any local or systemic symptoms should be mild. 


SURGERY 

To THE Eprror:—Our medical staff would greatly appreciate 
advice as to whether tonsillectomies and adenoidectomies are 
major or minor surgery. M.D., Washington, D. C. 


ANsweEr.—Most authorities now agree that, in the best interest 
of patients, all surgery should be considered of major significance 
and that the illogical classifications of “intermediate” and “minor” 
surgery should be abandoned. All surgical procedures require 
judgment as well as technical proficiency and such qualifications 
do not come in “intermediate” or “minor” quantities. 
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WANTED—A CERTIFIED PSYCHIATRIST; OR ELI- 
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TONICS AND SEDATIVES 
¢ 


my favorite story 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


£ 


A famous comedian was summoned to 
the local income tax bureau and informed 
that he had made a “slight” miscalculation 
on his return. In fact, he owed the govern- 
ment something like $60,000. The govern- 
ment gave him six months in which to pay. 

On his way out of the tax office he dis- 
covered a young humorist waiting in the 
entry room. “What do they want you for?” 
the comedian asked. 

“It seems I have got to pay an additional 
$70 on my last year’s tax.” 

“That’s nothing at all,” the comedian 
assured him. 

Then he turned to the tax department 
head and said airily, “Just add that to my 
tab.” 











From the West Coast comes the story of 
an old colonel of 78 who startled the com- 
munity by marrying a beautiful girl of 19. 
A year later she presented him with an 
eight-pound son. 

The overjoyed colonel assembled the 
entire regiment, mounted the bandstand, 
cleared his throat, and announced: 

“I have called you all together to tell you 
that my wife gave birth this morning to a 
baby boy. Gentlemen, I thank you.” 


« 

Just as the train was pulling out of the 
station, a young man threw his bag on the 
observation platform and swung himself 
over the handrail. He stood panting but 
triumphant as the train gathered speed. 

An elderly fellow on the platform ob- 
served him with some scorn. “You young 
men don’t keep yourselves in condition,” he 
snorted. 

“Look at how done in you are! Why, 
when I was your age, I could carry a cup 
of coffee in one hand, run half a mile, catch 
the 8:15 by the skin of my teeth, and still 
be fresh as a daisy.” 

“You don’t understand, Pop,” puffed the 
young man. “I missed this train at the last 
station.” 

(Continued on page 56) 
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$4200 maint. 

INDUSTRIAL PHYSICIANS: (a) S; company em ime 

00; Rg <} 5 day wk; priv. prac. if desired; 

000 s' (b) Calif; wo company; supervise in- caess 
medieal val iacitities, (c ) SW; plant employs 2500; work 
mostly provennetive: $10-$12,000. (d) SW; plant em- 
ploys 6000; modern med. dept; $10,000. (e) E; assoc. 
with indus. phys; great deal of traumatics; some genl. 


prac; $12, 

INTERNISTS: (a) Calif. New Medical grp. near L.A. 
No invest. Estimate earnings $1000 mo. increase toe 
$3-$4000. (b) Calif. Well est orp. located in highly 
populated arca. $1100-$1200 mo. (c) Chief of Bw] 
Services with outstanding hosp. grp. $17-$20,000. (d) 
Well estab. grp, near Chgo. Own air cond. medical 
bidg. exe. hosp. facilities. 115,000 ist yr. $18,000 2nd. 
then ptnshp. (e) MW. 5 | re. op ap. for teaching in 
med. sch. To $12,000. (f) M mali grp. in progres- 
sive community. Excel hosp. "cities 12-15,000. (g) 
sw. e man grp. own 50 bed ho: $12,000 minimum. 
(h) E. Assoc. with board man; forge prac. excel. opp. 
oO Nw. B my orp. in city 30, 000. New clinic bidg. 


nim 

OB- Gyn: (a) ‘OW: "0 man grp. new med. bidg. in large 
city. (b) Assoc. with Board man; large prac. near 
Wash., D. C.; $1 el ptnshp. | yr. (c) MW; well- 
known’ mee. city 50,000; $12,000. (d) NW; cert. not 
nec; l-estab. grp. city 30,000; $12,000. (e) Univ. 
Med. “seh; soouty pos. teaching and research; priv. 

pract. perm; $12, 
OPHTHALMOLOGY: (a) Legh. 10 man grp. in city of 65,000; 
modern clinic bidg; $12,000. (b) Calif; grp. of yng. 
start. (c) Assoc. 


with Board man; near Wash C.; excel opp. a 
MW; orp. of 15 men in lar * eSinis $15,000 ptnshp. 
~ (e) Assoc. with 2 Board men only ones in ah 
area 250,000; $15,000 

PATH LeGv: (a) AP require cert; 350 bed hosp; $15- 
$20,000. (b) pig bed hosp: city 30,000; sal. plus 
can net $30,000 ‘is ; superv. med. spec. of lab. 
of a —_ clinic. $3000 ret i? NW; assoc. 200 
bed hos 000; ,000 m 

PEDIATRICS: (2) 2 Swi 10 man ap. ag rapidly; 

city 65,000; gis 000 start. (b) 

Board — ; large prac; Sal . os $10-$ si2.000. Wh) 
MW; Sid in a eons he ulated area; excel. hosp. 
facilities ‘3 


; assoc. with orp. of 4 
internists; near Shila. $1,000. (e) NW; small gro; 
new clinie bidg. twn. 15,000; drawing area 40, 
sie $14,000. 9 Pacif. NW; assoc. with Board man; 


50,000; $12 

PHARMACEUTICAL: (a) MW; clinical invest; some 
travel; $10-$12,000. (b) MW; export div; proficiency 
Span. and French; world travel; Fr ieee (ce) E; 
clinical invest; $10,000 min. ed. ‘ofits some 
clinical invest; primarily pW. to $12,000 

wana gy (a) MW; active pew. lab; near Chgo; 
$12-$18,000. (b) MW; assoc. with Board man; well- 


spec; will be only eye meni 9's 


trained in X-ray diagnosis and isotopes. <0 NE; take 
over dept. in new 75 bed hosp; $15,000 min. (d) SW; 
assoc. with Board man; service 3 hosp; trng. in 
isotopes. (ce) NW; 175 bed hosp; new lab; average 
earnings $2000 mo. (f) E; assoc. Board man; large 
prac; $15,000 Ist yr. 2nd, yr. $25,000. 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 





WANTED IMMEDIATELY — NEW JERSEY; YOUNG 
general practitioner; Bergen County; New Jersey license 
required; excellent opportunity to inherit large practice; 
good income from beginning; home available if desired; 
beautiful residential community, schools and hospita); am 
spoeielenns: desire partnership arrangement. Box 1968 
C, % AMA 





WT 


S21 MARKET SPR Eee 


AN FRANCISCO 3, CALIFORNIA 





SPECIALISTS IN MEDICAL PLACEMENT 
CALIFORNIA—OREGON—WASHINGTON 
Outstanding opportunities. General Practitioners and 
Board Specialists qualified to Head Departments, Ass 

ciations @ Group Clinics @ Hospitals @ Industrial 

Please write for an Analysis Form so we may prep: 

an individual survey for you. No registration fee. 
STRICTLY CONFIDENTIAL 








(Continued on page 58) 
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“*Syrup of ‘Antepar’ Citrate 
brand Piperazine Citrate 
100 mg. in each cc. 
* Tablets of ‘Antepar’ Citrate 
} » brand Piperazine Citrate 
DP. 250 and 500 mg., scored 
a Pads of directions sheets for one week for PINWORMS 
) patients available on request. two days for ROUNDWORMS 
§ 
EFFECTIVE 
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bral BURROUGHS WELLCOME & CO. (U. S. A.) INC., Tuckahoe, New York 
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the only one-step sterile additive vial for use with parenteral solutions. 


——_— = 
“@s 


You just remove tamperproof tip and push sterile plug-in through large hole 
in solution bottle stopper. Pressure differential causes drug to be drawn into 
solution bottle instantly and automatically. 





5 EASY-TO-USE INCERT... 
n saves time. . . . .Savesmoney. . . . . permits sterile technique 


AVAILABLE IN INCERT: 


SUCCINYLCHOLINE CHLORIDE solution, POTASSIUM PHOSPHATE solution, 
POTASSIUM CHLORIDE solution and CALCIUM LEVULINATE solution. 


TRAVENOL LABORATORIES, INC. 


PHARMACEUTICAL PRODUCTS DIVISION 
BAXTER LABORATORIES, INC. 
MORTON GROVE, ILLINOIS 









When 


Temptation 
calls the tune 
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prescribe... 


DESOXYN 


HYDROCHLORIDE 
(Methamphetamine Hydrochloride, Abbott) 








THE SYMPATHOMIMETIC AMINES HAVE BEEN 
found of value, when administered under the supervision 
of a physician, as an adjunct to the dietary management of 
obesity. The chief action of these drugs in this condition is 
the production of anorexia, which is felt to be due to the 
effect of the drug on the central nervous system, probably 
on the anterior lobes of the cerebrum. In addition to curbing 
the appetite, Desoxyn imparts a feeling of well-being and 
increases mental and physical activity in such a way as to 
relieve the feeling of frustration and boredom which is often 
the underlying factor in overeating. 


SMALLER DOSAGE, LONGER EFFECT—IT IS GEN- 
erally agreed that d-desoxyephedrine, milligram for milli- 
gram, is somewhat more potent than amphetamine, so the 
stimulation desired is achieved with a smaller dose, the 
onset of effect is more rapid, and the duration longer. 
Doses exceeding those recommended may produce side 
effects that counteract the benefits of stimulation. With 
ordinary doses, little or no significant pressor effect has 
been observed. 

Desoxyn alone should not be relied upon to induce weight 
reduction but should be used only under the direction of a 
physician in conjunction with the prescription of a general 
hygienic regime and a special diet. 


DOSAGE, SIDE EFFECTS—THE DOSE OF DESOXYN 
must be adjusted in accordance with the requirements and 
response of the individual patient. When the anoretic effect 
of the drug is desired, as adjunctive therapy in an obesity 
program, Desoxyn should be administered one-half to one 
hour before meals. In other instances the anoretic effect 
of the drug might not be desired; in these cases, Desoxyn 
—<_ be administered with meals or immediately after 
meals. 

Orally, the initial dose should be 2.5 to 5 mg., two to three 
times daily. Larger doses may be required in some cases, 
and should be arrived at cautiously. They may be continued 
as long as the desired beneficial results accrue and there are 
no untoward effects. Individual oral doses in excess of 10 
mg. are likely to produce undesired cerebral stimulation. 
Medication is not recommended after 4 p.m. or at night, 
because of the possibility that the drug may interfere with 
sleep. If the patient is unable to sleep at night, the afternoon 
dose may be omitted or the excessive stimulation counter- 
acted by the use of effective sedatives such as Nembutal.® 


OTHER INDICATIONS: DEPRESSIVE STATES— 
Desoxyn Hydrochloride is indicated for oral administration 
in the treatment of narcolepsy and in cases of mild depres- 
sion accompanying or aggravating prolonged illness, con- 
valescence, old age, or the menopause. A feeling of well-being 
and increased energy will generally be produced in the 
patient. This lessens nervous tension and may aid in secur- 
ing cooperation for more specific therapy. 

Favorable results have also been reported following the 
use of d-desoxyephedrine hydrochloride as an adjunct to 
the treatment of postencephalitic Parkinson's syndrome, 
chronic alcoholism and generally in conditions for which 
amphetamine sulfate has been of benefit. 

In major psychopathic depressions, as well as in mild 
depressive states, d-desoxyephedrine hydrochloride may 
facilitate management of the patient but will not affect the 
underlying psychosis. The drug has not been of benefit in 
the treatment of myasthenia gravis. 


ET RAINDICATIONS—DESOXYN HYDROCHLO- 
ablets and Elixir should be used with caution in 
ith cardiovascular disease, thyroid disturbance, 
ypertension, or in persons of advanced age. The 
aindicated also in neurotic or hyperexcitable 
hose who have shown sensitivity to ephedrine 
se substances. 


)XYN PRODUCES EFFECTS SIMILAR 
bd by racemic amphetamine. Like the latter, 
ood, increases the urge to work, imparts a 
ed efficiency and counteracts sleepiness and 
atigue in most persons. It does not a 
arked peripheral pressor effects of ephedrine, 
ge doses. 


WIFT—ONSET OF EFFECT WITH DESOXYN 
f in from 20 minutes to one hour. The duration of 
bn of a single dose of 10 mg. orally varies from six to 12 
irs, though in exceptional cases effects may be noted for 
long as 36 hours. Sleep is disturbed the night following a 
of 10 to 15 mg. at breakfast in some subjects. By 
Paling the dosage, insomnia may usually be avoided. The 

ing of coffee increases the effect of the drug. Intensity 
L_Amulative effect is somewhat greater in normal than in 
pressed or alcoholic persons. 


OD PRESSURE, PULSE RATE AND RESPIRATORY 
te usually are only slightly or temporarily affected, unless 
al doses exceeding 10 to 15 mg. daily are taken. 


E PARENTERAL ADMINISTRATION OF DESOXYN 
ydrochloride is suggested for restoring and maintaining 
lood pressure during operative procedures, particularly 
during spinal or regional block anesthesia, Its use is sug- 
gested to combat acute hypotension during surgical opera- 
tions and for preoperative administration, particularly be- 
fore spinal anesthesia, to patients who manifest hypotension 
or who are considered poor surgical risks. 


TOLERANCE NOT DEVELOPED. WHILE THE DRUG 
is not habit forming in the true sense of the word, some de- 
pressed persons may come to rely on it for stimulation, or 
normal subjects may be induced to use it in excess for relief 
of fatigue. Tolerance to the drug is not developed. The 
euphoric and waking effects decrease with protracted use of 
the drug on account of the accumulated need for sleep and 
rest. As a result, a larger dose is required to combat the 
increased need for sleep, and it is the larger dose that pro- 
duces the undesirable circulatory and metabolic effects. 
Withdrawal of the drug may thus be rendered imperative. 
Administration of Desoxyn should be under the constant 
supervision of a physician. 609228 




















J.A.M.A., September 29, 1956 
TONICS AND SEDATIVES (Continued) 


The famous theatrical partners George 
M. Cohan and Sam Harris were entertain- 
ing at a famous restaurant one night. The 
party kept growing and growing; so did the 
check. 

At closing time Harris asked the owner 
for the bill, but Cohan grabbed it away 
from him. 

“I warn you,” said Harris to the owner, 
“if you let Cohan pay this check, I will 
never eat in this restaurant again.” 

Cohan interrupted. “And if you take one 
penny from Harris, you will never see me 
in here either.” 

Faced with the loss of his two best cus- 
tomers, the owner did some thinking, swal- 
lowed hard, and said, “No more quibbling, 
gentlemen. This check is on the house.” 
And he tore it into bits. 

As they left the restaurant, Cohan patted 4 
his partner on the back. “Well, Sam,” he 
said, “the old act seems to be working as 
well as ever.” 


£ 





e 


When the Germans invaded France, a 
little old lady taught her parrot to say, 
“Death to the Germans.” 

A Gestapo agent heard the bird one day 
and warned the old lady that the parrot 
would be killed and she would be sent to a 
concentration camp if the parrot ever re- 
peated the phrase. 

The old lady sought help from the village 
priest. He had a perfectly brought-up par- 
rot, he told her, and suggested that they 
swap. 

The next day the Gestapo, quivering with 
expectancy, glared at the bird and grew 
purple with rage when it said nothing. Fin- 
ally he shouted himself, “Death to the 
Germans.” 

The parrot said softly, “May the good 
Lord answer your prayers, my son.” 


# 


the poetry corner 


A gent who was definitely weird 
Declared, “This is just what I feared. 
Please pass me the Lux 

For a lot of wild ducks 

Have established a nest in my beard.” 


& 


In a notable family called Stein ; 

There’s Gertrude, there’s Ep, and theres 
Ein. 

Gert’s writing is hazy, 

Ep’s statues are crazy, 

And nobody understands Ein. 


(Continued on page 58) 









how you can help your patient 


who is suffering from severe pain 











for example: herpes zoster 





The ataraxic, tranquilizing action of ‘Thorazine’ can reduce 
suffering caused by the severe neuralgia-like pain that besets 
the patient with herpes zoster. “Thorazine’ acts not by 
eliminating the pain, but by altering the patient’s reaction 
~enabling him to view his pain with what has been 
described as “‘serene detachment.” 

‘Thorazine’ should be administered discriminately and, before prescrib- 


ing, the physician should be fully conversant with the available literature. 


‘Thorazine’ is available in ampuls, tablets and syrup (as the hydro- 
chloride), and in suppositories (as the base). 


THORAZINE* 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 













Your Mutual 
Benefit Life 
Man says: 


patient 
who 
diagnoses 
his own 
ailments... 


. . . is exactly like the doctor who 
diagnoses his own financial problems: 
both take needless chances — and 
the results for both are likely to be 
equally unsatisfactory.” 
Diagnosing the doctor’s financial 
problems requires specialized knowl- 
edge of the doctor's unusual finan- 
cial affairs, his earning power, his 
complete dependency upon himself. 
Mutual Benefit Life men like 
Norman A. Weitkamp of Cincin- 
nati know these problems intimately 
and can offer Mutual Benefit’s 
famous “MD Plan” developed ex- 
clusively for doctors. The MD Plan 
makes available —to doctors who 
qualify —the famous Disability In- 
come contract 
termed by experts 
the best disability 
protection on the 
market for Doc- 
tors. The Mutual 
Benefit Life In- 
surance Com- 
pany, Newark,N.J. 











TONICS AND SEDATIVES (Continued) 
the cynical people 


Culling through anecdotes, one is often 
confronted with stories that point up the 
cynicism of the American public. Evidently 
the people have been sold too often on too 
little. 


e 


A farmer brought a cart full of pigeons to 
the market on a day when there appeared 
to be a glut of them and could find no 
purchasers. 

He offered them at half price. Still no 
purchasers. 

Not caring to reload his cart, he then 
offered to give them away. But the people, 
supposing that they were stolen, would not 
have them, 

He then drove his cart on and dropped 
three or four every 10 yards. But somebody 
always picked them up and cried, “Mister, 
youre losing your pigeons!” and threw 
them back in his cart. 

Embarrassed, the man stopped his horse 
and leaned back, pretending to be asleep. 
Instantly the people in the neighborhood 
set to work and stole every one of his 
pigeons. 


4 
quotes of the week 


“An adult is a person who has stopped 
growing at both ends and is now growing 
in the middle.” 


2 


George Bernard Shaw Story #8080: 

He was eating his usual meatless dinner 
when the restaurant’s orchestra struck up a 
noisy piece. When, after the briefest of 
intermissions, it launched into an even 
noisier one, Shaw summoned the head 
waiter. 

“Does the orchestra play anything on 
request?” he asked. 

“Oh yes, sir,” said the head waiter. 

“Excellent,” snapped Shaw. “Kindly ask 


them to play chess.” 








J.A.M.A., September 29, 195, 


(Continued from page 54) 





IMMEDIATE 
OPENING 


Plant physician. Splendid opportunity for 
young, ambitious M. D. to train under com. 
petent director. Well-equipped, well-staffed 
office. Ample opportunity to develop private 
practice after hours. Experience—one year 
of medical residency and 1-2 years of gen. 
eral practice. Salary: Open. Write, tele. 
phone collect, J. B. Whitia, 
Placement & College Relations 
Supervisor, Merck & Co., Inc., 
Rahway, N. J. 














EXCEPTIONAL OPPORTUNITIES—GENERAL PRAc 
tice and anesthesia; Plymouth, Culver, and Argos, Indi 
ana; county hospital addition being built; ethics, cop 
geniality, rapport, vigor and sincerity of area physicia 
unexcelled. For complete information contact: James fF 
Rimel, MD, Secretary, Marshall County Medical Society 
Plymouth, Indiana. g 


INTERNIST AND GENERAL PRACTITIONER NEEDEI 
—for 800 bed hospital; salary up to $13,760 p.a. de 
pending on qualifications; 30 days vacation, liberal re 
tirement plan; living facilities at hospital; golf cours 
bowling alleys, fishing lake and other recreation availab) 
on hospital grounds, Contact: Manager, VA _ Center 
Temple, Texas. ( 


OPTHALMOLOGIST — FOR MAJOR OIL COMPANY 
with extensive middle east operations; must be JU. § 
citizen and graduate of approved U. S. medical school 
Board certified; candidates under 40 years of age pre 
ferred; write outlining personal history and work e& 
perience. Box 1985 C, % AMA. 


PSYCHIATRIST—ALBUQUERQUE; HIGH, DRY, SUN 
ny; for ———— 500 bed GMS hospital affiliated wit 
Colorado Medical Schoo! teaching and research programs 
government prerequisites; salary to $13,760. Conta 
Director Professional Services, V.A. Hospital+, Alb 
querque, New Mexico. 














RADIOLOGIST — FOR MAJOR OIL COMPANY WIT] 
extensive middle east operatiOns; must be U. 8S. citize 
and graduates of accredited U. S. medical schools; mu 
be Board certified; candidates under 40 years of a 
preferred. Write outlining personal history and work a 

AMA. 


perience. Box 1986 C, % AX 


WANTED — INTERNIST; YOUNG, QUALIFIED 0 
certified; for established young group; unique organiz 
tion leading to mutual security, part ownership andr 
tirement; new fully accredited 120 bed hospital; north 
western Minnesota, expanding area and plentiful rec 
ation. Box 2070 C, % AMA. 





INDUSTRIAL PHYSICIAN WANTED 


Full time permanent opportunity for physician at 
our Refinery dispensary. Work involves conducting 
physical examinations, and engaging in related 
activities of industrial practice. Assist superior in 
supervising dispensary technicians. Must have 
Penna. license. Send resume, or apply in person to 
E. T. Addison, The Atlantic Refining Co., 260 So. 
Broad St., Phila. 2, Pa. 








(Continued on page 60) 

















“Cheap theatrical stunts will get you nowhere, 
Mrs. Carlson—you'll still have to wait your turn!” 
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DIURETIC OF 
CHEMICAL 
DISTINCTION 


FOR CLINICAL 
DISTINCTION 








THIOMERIN® 
SODIUM 
MERCAPTOMERIN SODIUM 


“Sterile mercaptomerin sodium [THIOMERIN 
sodium] is an effective mercurial diuretic that 
produces much less local irritation on 
injection than other organomercurial 
compounds used for this purpose.’ 


Combining smooth action with high effec- 
tiveness, THIOMERIN adds the striking bene- 
fit of minimal toxicity, both local and 
systemic.!.2 


Unlike all other mercurial diuretics, 
THIOMERIN is a thionated compound. Its dis- 
tinctive formulation substitutes sodium thio- 
glycollate for theophylline, and it is this 
feature that gives it its singular advantages 
as a diuretic of choice. 


1. New and Nonofficial Remedies. J.B. 


Lippincott Co., Philadelphia, 1956, 
p. 328. 2. Osol, A., and Farrar, G.E., 
Jr.: The Dispensatory of the United 


States of America. J.B. Lippincott Co., ® 
Philadelphia, 1956, pp. 808-809. Philadelphia 1, Pa, 


rar, 
ANTS 


TO COUNTERACT 
corticoid-induced adrenal 
atrophy during corticoid 
therapy, routine support 

of the adrenals with ACTH 


is recommended. 








THIS IS THE PROTECTIVE DOSAGE RECOMMENDATION 
FOR COMBINED CORTICOID-ACTH THERAPY 


¢ When using prednisone or prednisolone: 
for every 100 mg. given, inject approximately 100 to 120 units 
of Highly Purified ACTHAR Gel. 


¢ When using Aydrocortisone: 
for every 200 to 300 mg. given, inject approximately 100 units 
of Highly Purified ACTHAR Gel. 


¢ When using cortisone: 
for every 400 mg. given, inject approximately 100 units of 
Highly Purified ACTHAR Gel. 


Discontinue administration of corticoids on the day of the 
Highly Purified ACTHAR Gel injection. 


H-P~ACTHAR ZL 


GELATIN) 


The Armour Laboratories brand of purified adrenocorticotropic 
hormone—corticotropin (ACTH) 





of ACT Te IN SAFETY AND EFFICACY 
More than 42,000,000 doses of ACTH have been given 


iN THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 





(Continued from page 50) 


WANTED—GENERAL PRACTITIONER; FOR CLINIC 
in town of 25,000; each doctor has individual practice 
and shares the following facilities: X-ray, laboratory, 
cystoscopic, physiotherapy and operating rooms; open 
staf? 100 bed hospital available. Write: R. L. ag, 
MD, Corsicana, Texas. 


INTERNIST—BOARD CERTIFIED; TO JOIN BOARD 
surgeon and industrial surgeon as backbone of group in 
midwestern city; excellent opportunity for professional 
and economical growth; suburban living and varied sum- 
mer recreation available, Box 1811 C, % AMA. 


WANTED — PHYSICIANS; PROSPEROUS NORTH- 
western indiana community; new 14 room clinic ready 
by October; attractive proposition for the right individ- 
uals; 20 minutes to hospitals. Community Development 
Corporation of DeMotte, Indiana. Cc 


WANTED—GENERAL PRACTITIONER TO COMPLETE 
group, central California city; ideal, modern facilities; 
full partnership opportunity; surgical and/or general 
seen me required; details Ist letter. Box 

799 C, % AMA 


GENERAL PRACTITIONER—CALIFORNIA; WILLING 
emphasize 1.M.; join 2 established so practitioners, 
own hospital; community 15,000 start, partnership 
after 18 months. Pacific Coast Medical Bureau Agy.. 
703 Market. San Francisco. c 





INTERNIST — BOARD CERTIFIED OR ELIGIBLE; 
full time position open in department of clinical investi- 
gation with established pharmaceutical manufacturers; 
research experience desirable, Ph.D. preferred; no com- 
mercial experience required. Box 1965 C, % AMA. 


COSTE RICIAN-OVNECOLOGIST-<TEXASs JOIN TWO 
man department of 12 man group; prefer younger man 
wishing permanent location; salary, then partnership. 
— Coast Medical Bureau Agency, 703 Market, = 

rancisco, 


GENERAL PRACTICE—WELL ESTABLISHED; LU- 
crative; Pittsburgh, Pennsylvania, suburb; well-equipped 
office at reasonable rent; will introduce; percentage or 
terme fe right man; leaving to specialize. Box 1978 C, 
‘oO 


WANTED — YOUNG GENERAL PRACTITIONER; TO 
join 3 man group in suburban location, Plainfield, New 
Jersey; 20 miles from New York City; attractive starting 
a Ag complete partnership in 3 years. Box 2063 C, 

(7) A} A. 


WANTED—HOUSE PHYSICIAN; DANIEL FREEMAN 
Memorial Hospital, Inglewood, California; 100 bed gen- 
eral hospital conducted by the Sisters of St, Joseph of 
Carondelet; $700 monthly; California license required. 
Contact: Sister Anne Lucy. Cc 


OTOLARYNGOLOGIST WANTED—BOARD OR BOARD 
eligible: qualified in endoscopy; te become full partner 
in 5 man elinie, Box 1873 C, % AMA, 
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the, practi prcfaihion-amitieg mada 


ANESTHESIOLOGY: (t) Dir dept, 17 man grp, majority 
Dipls; on staffs 4 hosps; financial arrngmnts open: 
— (u) Priv pract of anes; dir dept; vol gen! JCAK 

150 beds, expand’g; min guar $20,000; €E. 

ASSISTANTS: (n) By surg, well estab, own hosp 25 bas; 
$12-15,000; lovely twn, univ med entr; MW. (0) By 
GP w/emphasis, int med; San Francisco area. (p) By 
GP, long est (AAGP); very Ige med, surg & Ob praet; 
short distance Charleston, S. C. 

DERMATOLOGY: (v) Hd dept, 20 specialists, est ’22; 
university city, 200,000; SW. 

GENERAL PRACTICE: (a) Pref w/1-2 yrs univ res GP 
trn’g; assn {0 man cert grp expand’g to 20; oppor 
specialize surg, ped, oto, oph; will be ‘‘family MD” 
of grp, vie San Francisco. (b) With internship com. 
pleted, Assn w/chief surg; 100 bd hosp; busy priv gen 
pract; $1000 mo, 6 mo tien % prtnr 3 yrs; twn 20,000 
Ill. (c) Med care, lumber co’s . ore $12- 15,000; 
nice med facility w/Techn and RN; may build priy 
pract, Virginias. (d) Assn w/GP, est ’25; oppor net. 
ting $15-18,000 Ist yr; N.J. (e) Assn, w/GP; busy 
sonny J rag -20, ae ist yr; also oppor as Asst med dir, 

sur Co; 

INDUSTRIAL MEDICINE: (g) Acting med dir; rapid 
advancement; Ige company; city on Gulf; Fila. 
INSURANCE MEDICINE (m) Ass’t med directors; 3 
req'd; internists qual cardiology; Calif, Fla, & hom 

office, (East); career posts. 

INTERNAL MEDICINE: (k) Assn, 25 man grp est 'I(, 
serv’g 100 mile radius; exe facils; oppor prtnr; MW 
(1) Assn, hosp grp serv’g indus organ; $16,000; in. 
creases $20,000, So. (m) Assn, Ige grp, long esti, 
w/own hosp; excel guar & % shid net $18-20,000 Ist 
yr; SW. (n) Internist trnd diagnostic work; out- 
Seed 8 g SS ene orp, 35 men; 300 bd hosp serv's 

NEUROSURGETY: (y) Chief of Service; clinical & re. 
oon + sat a of country’s lead’g clinics; new 800 bd 
ech’g h 

OALR: (a) Oph; hd dept, {7 men, majority certified; ex 
facil; twn 50,000; So. (b) Oto; hd dept; import tl 
founda’n; $20: 25,000; S.W. (c) Oto; assn w/Bd oto, 
FACS, AAOO; busy pract; $24,000; indus, univ, twa 
55,000; PacNW. 

OB-GYN: (j) Hd dept, 9 specialists (6 Dipls); exe ¢ 
facil; $12,000 Ist yr then prtnr, worth approx $20,000; 
twn 25,000, nr univ med centr, MW. (k) Assn 25 man 
prtnrshp orp; own 180 bd hosp; $16,000 net Ist yr; 
early prtnt; twn 30,000; S.E. (1) Assn w/GP est ‘46; 
emphasis on Ob-gyn; $14, 000; early prtnr; vie Pasa- 
dena, California 

ORTHOPEDICS: (r) Hd dept, fairly Ige orp; active frac. 
ture & outpatient service; own hosp; $18,000; increas. 
es; prtmrshp; Calif. (t) Assn, w/Board Ortho; chil- 
drens wk, polio, indus & acute trauma; $1000 mo, 6 
mos, followed by prtnrshp. Calif. 

PATH OLOGY: (g) Dir dept, vol gen hosp medium size; 
oppor $30-40,000; E. (h) Dir depts, 2 gen JCAH 
hosps, combined cap 325 heds; exe arrngmts; alse 
oppor build fine priv pract; coll twn 50,000; So. 

PEDIATRICS: (k) Assn w/Board ped; tehg service, 3 
hosps; $12,000 fst yr, % w/$15,000 guar 2nd; 3rd yr 
50% worth min $25,000; univ city; SW. a) Assn, 
25 man grp est '46; NY state. (m) Prtnrshp; w/ ped; 
busy pract, twn 20,000 vie Santa Barbara, Calif. (n) 
—. A. 3 man grp; $15-18,000; resort twn; 25,000; 


PHYSICAL WEDICINE: (u) Med dir; 125 bd, enoren 6 
adult, vol orthopedic JCAH hosp; Ige OPD 

P & WN: (j) Psy; county children’s el; ‘2 time $7,000: 

splendid oppor, other hosp & cl & priv pract; twn 65,- 

| nol M (k) Psy; Dipl; San, 250 bds; $15-20,000; 

cm ts ‘univ med entr; W. (1) Neurol; to succeed 

ief, — of progm; 50 man grp; tehg; own 350 


bd hos 
PUBLI HEALTH: (s) Med dir; combined city-county 
health prog; req’s PH Gopres: city 200,000; MW. 
RADIOLOGY: th} Dir dept, hosp, 500 bds expnd’s 
00 bds; admirable wkg conditions; oppor $30-$40,000; 
i! Cj) Immed prtnarshp w/outstand’ @ Board Rad; 
known to us & recommended; attrac city on Puget 
Sound, Wash State. 
RESEARCH: (1) Dir research, med relations; long estab 
lab w/reputable co im proprietory field; now estab's 
ethical div; req’s MD trn’d pharm & biochem; $!7,- 


SURGERY: (a) Ass’n, 10 man orp; $18,000; SE. (b) Dipl 
or nr elig; under 35; assn w/surg est '49; twn 50,000 
vie Houston, Tex. (c¢) Assn, 24 man grp, est '46; excel 
cl & hosp facil; NY state. 

UROLOGY: (hb) Hd dept; new post, outstand’g grp; hosp 
expand’g to 200 bds will have mod urol dept; $12-15,- 
000; 50% prtnr 2 yrs; MidE. recommended. 


PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 


We offer you our best endeavors—our integrity—our 6 
year record of effective placement achievement 


STRICTLY CONFIDENTIAL 
Chicago A, M. A. Meeting—Booth D-25 








hpinly. 


Do you need a_ well-qualified assistant or associate! 
We have many who would interest you. Write 


THE NEW YORK MEDICAL EXCHANGE 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Selection Since 1926 
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recognized, established 


and substantiated 





potent, specific anti-arthritic 


BUTAZOLIDIN 





i 

00 

"r (phenylbutazone GEIGy) 

Pasa- 

trae. 

ot relieves pain + improves function 
ai 

resolves inflammation 

Assn 

vi BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar 
0 with its use are urged to send for literature before prescribing it. 


in rheumatoid spondylitis 


An increasing number of physicians 


are finding that patients enjoy 


losing weight with BIPHETAMINE 


Resin therapy. 


With BIPHETAMINE you can predict 


weight reduction. Our latest clinical 


evidence shows an average 


weight loss of 2 to 3 Ibs. per week 


in 92 out of 100 cases. Through 


its sustained IONIC release,a single 


daily dose of BIPHETAMINE 
provides a pre-determined 10-12 
hour appetite curbing action. 





BIPHETAMINE increases work capacity 
and improves mood—and with it you 
can prescribe a “start the day”’ regime 


that patients are happy to follow. 


R, Biphetamine 12/2 mg. or Biphetamine 20 mg. 
capsules containing a mixture of equal parts 
of amphetamine and dextro arnphetamine in the 


form of a resin complex. 


BIPHETAMINE* 


*Pat. Pending 


PRE-DETERMINED ANOREXIA 
PREDICTABLE LOSS OF WEIGHT 


RESIN 


For Literature and Samples, write R. JU. Strasenburgh Co., Rochester, N.Y., U.S.A. 





(Continued from page 60) 


ANESTHESIOLOGIST — TO WORK IN one, eer. 
tal*+ with group of 4 nooner, and 
quesinentidies =, at be pane possibil , vate 
fee basis within a~ + rite fc: Lester Rumble, Z 
MD, St. Joseph’s Infirmary, Atlanta, Georgia. 


WANTED — GENERAL PRACTITIONER; SERVICE 
exempt; interested in obstetrics; rapidly growing central 
Texas city; well-equipped office; starting salary, then 
aa send complete information. Box 2050 C, 
vo AMA, 


DERMATOLOGIST — AS ASSOCIATE IN PRIVATE 
practice medium sized California community; $10,000 Ist 
year; opportunities for research and University affilia- 
gay Pa include details in Ist letter. Box 2048 C, 

(a) . 


WANTED—INTERNIST; TO TAKE OVER OUTSTAND- 
ing practice in southern Connecticut; excellent hospital 
facilities, well-known community; am taking full-time 
hospital appointment; state training and experience. Box 
2046 C, Yo AMA. 


INDUSTRIAL PHYSICIAN — YOUNG, NATIONALLY 
known company; New York City; $9000; rapid advance- 
ment, liberal company benefits. New York Medical Ex- 
change, 489 Fifth Avenue, New York City, Patricia 
Edgeriy, Director. Cc 





SURGEONS — VISIT OUR OFFICE DURING ACS 
Meeting October 8-12: up to date information on loca- 
tions and appointments. Pacifie Coast Medical Bureau, 
ny * aos Central Tower Bidg., 703 Market, San —. 
cisco 


GENERAL PRACTITIONER—TO ASSOCIATE WITH 
established general practitioner in Arizona; salary then 
a. partnership; small growing community; modern 

spital; opportunity for surgery and obstetrics. Box 
2047 C, % AMA, 


gap tyre gs A IN 250 BED COMMUNITY 
hospital* near New York C it be recent 
p= 4 ertified in nes 


mus 
; excellent financial ar- 
rangement. Box 1845 C, % AMA. 


GENERAL PHYSICIAN AND SURGEON — WANTED 
for southern college town of 5000 in Alabama; no surgeon 
in town; modern office for immediate sale; easy terms; 
new open staff hospital. Box 2041 C, % AMA. 


VACANCIES—300 BED GM&S HOSPITAL; NEURO- 
psychiatrist, internist, and urologist; service chiefs Board 
certified; good training to become Board certified. Con- 
tact: Manager, VAH, Wilmington, Delaware. c 


MEDICAL DIRECTOR — PHARMACEUTICAL COM- 
pany; New York; $18,000. New York Medical Exchange, 
a Fifth Avenue, New York City, Patricia a, 

rector. 


J.A.M.A., September 29, 1956 


— 





Che 
Medical 
Bureau 


900 North Michigan Avenue CHICAGO 
ACADEMIC: (AA25) Ass’t or assoc. prof; OB-GYN; full 
ADMINISTRATION: ag Dir. ed. program; 300 bed 


hosp v. tow 
ANESTHESIOLOGY: “(27) Dir, dept. new gen’ hosp., 
jaeue. a. ene: Dipl. A A ol req; if Dipl., $20,000, 


ine 5,000; 
DERMATOLOGY: Da?) Head, new dept., 12 man group; 
. $12,000; after 2d, full partner, doubling in. 


NY 
GENERAL Pi PRACTICE: ;c™ ony on foreign opera. 


ax free. F40) GP to organ. 

£055! dept., 18 man “aroun, long estab, 

univ. city; Ohio. Le sg on n, surg. & p both h cert.; 

pref. young M.D. int. & internal Y. ¢ fine facili- 

pg B eg named sw. (Fad) GP with exp. B-GYN; 

lary; 2d %; one cf oldest and noma GP 

fe, ‘in Calif, (F43) Ass’n. with GP; res. town, near 
osto j should net $30,000 within few yrs. 

ata TRI ane MEDICINE: (G93) Med. dir; new indus, 

ed. program; univ. city, NY. (G94) Med. dir; 

Mich, plant, ige co. (G95) Med. dir; new plant: 


F lo 
INSURANCE MEDICINE: (ae) Ass’t med. dir; intern- 
$ 


Dipl 
INTERNAL : (H89) Two; take charge dept. 
med., = hosp., Ige indus. co; approved 
res; univ. city, should net in excess of $30,000 
for both. (H90) Young internist int. developing in 
chest diseases; new chest disease hosp. -» afl, med, 
school; faculty posi; W. (H91) Ass’n, Board intern- 
ist, chief dept., modern, approved hosp; serving radius 
20 miles; attractive town between Green & Adirondack 
-_ (H92) Ar Board surg; pref. qual. cardiology 


r G. 1.; Se. Calif. 

NEUROSURGERY: (119) Int. research as well as clin. 
= Seremsrouys one of country’s leading clinics; 

gen. hosp; tch’g prog. 

OALR: (238) a qual, enestration, naso- San" Fane ass’n, 
ige priv. ALR pract; oppor. partner; Francisco 
area. (E39) Oph. head dept, 20 man group; Ige city, 
2 med. schoals cs —— after yr. (E40) fom and, 
too, oto.; yn erations, male indus. co, 

OBSTETRICS-GY ECOLOGY: (J72) To succeed one of 

OB-GY ept, 30 man group; own hosp., 

h’g prog; C. (J73) Ass’n, 18 man group, 
own beep? Ige ony med. center, MW; min. $15,000; 
annual increases $2000 until $25,000 reached. 

ORTHOPEDICS: sate), ex dept, 12 man group; Calif; 
$18,000. (K20) A » © Board orthopedists, univ. & 
resort city, SW; ~ 49 ist yr; 2d, partnership. (K21) 
Young orth. qual. reconstructive surg; 20 man group; 


univ. ony. Rocky Mts. 

PEDIATRIC (M35) Ass’n, 12 man group; expansion 
prog; coll. town. Calif; min. $1000; increase after 6 
months; full partner after 2 yrs. (M36) Ass'n. uss 
Board ped; 34 yr. old pract.; univ. city, III; 
partner. (M37) Ass’n, 3 —_ pediatric mies artnet 
after 6 months; resort town, 60,000, Pac. NW. 

PATHOLOGY: (L55) Head “aset, 200 bed community 
hosp; coll. —., Piedmont section of Carolinas. (56) 
Assoc. path; 359 bed hosp; approv, 4-yr. path. res; 
active —_t prog; $15,000 to $20,000, increasing to 

$24,000; Ige city, univ. med. center, MW. 

P & N: (P17) Med. neurologist; one of country’s teattee 
ols own hosp, 400 beds; attrac. res. tow E. 
(P18) Dir., psy. — A yy group; $18, 000" with 
oppor. of ansortes $25,000; So. 

RA eree li (R45) Chief, new 200 bed hosp.; % - 
$35,000-$40,000; So. (R46) Dir., dept, vol. 
hosp., 300 beds; averaging $25,000. 

$35,000; pref. one int. teh’g 

SURGERY: (UI!) Gen. & thoracic surg; ass’n, Board 
surg; Ige gen. & thoracic surg. pract; oppor. partner 
A So. 2) Gen. surg; group ass’n; Ohio. 

17, 


fee-for-service, 


"Please send for cur Analysis form. 


Burneice Largon oinecron 








| ORTHOPEDIST — CALIFORNIA; SAN FRANCISCO 
area; start $18,000 with profit sharing arrangement later. 


Continental Medical Bureau, Agency, 510 W. 6th St., 
Los Angeles 14, C 


MEDICAL DIRECTOR — OCCUPATIONAL HEALTH; 
Florida license; $10,000 to start, plus benefits. New York 
Medical Exchange, 489 Fifth Avenue, New York City, 
Patricia Edgerly, Director. Cc 


DERMATOLOGIST—OPPORTUNITY TO JOIN GROW- 
ing 11 man grou) in Florida; partnership in 2 years; 
ae be ‘ee eligible or Board certified, Box 2055 C, 


WANTED AMMESIATELT: GENERAL PRACTITION- 
small group, small hospital and clinic, nort 
Ohio; + eatery $11,000 to $12,000; prefer someone with 2 
or more years hospital training. Box 2057 C, % AMA. 


OTOLARYNGOLOGIST WANTED — EXCELLENT OP- 
portunity for Beard qualified or certified physician to 
join growing established 11 man partnershi in Florida; 
full partnership in 2 years. Box 2053 C, % AMA. 


AFRICA—RESEARCH DIRECTOR (TROPICAL MEDI- 
cine) also MD qualified parasitology or malariolo 
Continental Medical Bureau, Agency, 510 W. 6th t., 
Los Angeles 14. Cc 


UROLOGIST—BOARD CERTIFIED OR BOARD QUAL- 
ified; wonderful opportunity to become partner in grow- 
ing Florida 11 man clinic; liberal salary to start. Box 
2054 C, % AMA. 


OPHTHALMOLOGIST — CERTIFIED OR ELIGIBLE; 
southern clinic and hospital; ample salary; possibility fY 
percentage or partnership lager. Box 2052 C, % A 





(Continued on page 64) 
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[a] most effective antihypertensive agent... 

.a simple and [well-tolerated] regimen for the ambulatory manage- 
ment of hypertensive patients.” 

-reduction of the blood pressure may be achieved in substantially 
all forms of hypertension.” 

. possible in most patients to get a good contrel over blood pressure 

levels with comparatively few side-effects.” 


significant falls .. . occurred in systolic and diastolic blood pressure. 

.. The cardiac, retinal and coronary status of all patients was im- 
proved de 

? ‘ 


TARTRATE Pentolinium Tartrate 


Lowers. Blood Pressure 
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Moser, M 
State J Med 


July 15) 1955 


New York 
55.1999 
2 Agrest, 


| omen o Lalo MEE aleve) o) 1-1; S.W 
J.A.M.A. 157:999 (March 
17) 1955. 3. Sone ee 
Am. J. Med. 17:839 (Dec.) 
1954. 4. Smirk, F.H., and 
McQueen, E.G.: J. Chron 
Dis. 1:516 (May) 1955 
5. Waldman, S., and Pel- 
ner, L.: Am. J. M. Se. 231:140 
Feb.) 19564 
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antiques are for collector 









Every detail of decor and 
layout is planned for you by 
Shampaine ... to create a 
relaxing atmosphere—patient 
comfort—medical efficiency 
in any size examining room. 


1920 S. Jefferson, St. Louis, Missouri 


s 


modernize 
with 
Shampaine 
Steelux 
furniture 













Write for complete Shampaine 
Steelux Decorating and Color 
Service today! 






THE WORLD'S MOST COMPLETE LINE OF EXAMINING ROOM FURNITURE 
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GENERAL PRACTITIONER — NAVARRO COUNTY, 
Corsicana; opportunity for general practitioner who is 
primarily interested in medicine or pediatrics .. a 6 
doctor clinic in a town of 25,000, wth an area of 60,000 
population; 4 general practitioners have recently patie a 
modern clinie; each doctor has an office and 2 examining 
rooms; the equipment includes X-ray, laboratory, cysto- 
scopic, physiotherapy, operating room and recovery rooms; 
these men have their individual practices and share the 
facilities; a new 100 city-county hospital open staff, 
is available, (North Central Texas) Altitude: 300- 500 Ft. 
annual rainfall: 36:91 inches, temperature average: Jan- 
uary 47°, July 84°, mena ann: 66.° Contact: Dr. R. L. 
Campbell, 205 gs. i5th Street, Corsicana, Texas. © 


MEDICAL OFFICER—GLENN DALE HOSPITAL, THE 
tuberculosis hospital for the District of Columbia; salary 
$9000 to $10,300 per annum depending on qualifications; 
sick leave, annual leave, and retirement benefits; satis- 
factory completion of 1 year of approved residency i 
pulmonary diseases or internal medicine, or comparable 
experience required; must be eligible for licensure i 
District of Columbia; outpatient clinic service connected 
with hospital. Address inquiries to: Medical Director, 
Glenn Dale Hospital, Glenn Dale, Maryland. c 





S 


PSYCHIATRIST—TO HEAD UP MENTAL HYGIENE 
oe-aeeee in Arizona; salary will depend on qualification. 
Contact: Manager, Veterans Administration Hospital, 
Phoenix, Arizona. Cc 





STAFF POSITION AVAILABLE—PHYSICIAN; COM- 
petent for full time employment in industrial dispen- 
of AEC contractor in the Southwest; previous ex- 
[reas in occupational — is not essential; this 
S$ a permanent tion which 

obtaining a workin 

there are attractive 
is ee a civil service position. 
to: Bee Sheldon Bliss, Staff Employment on 573, 
a Corporation, Albuquerque, New han Cc 


WANTED—ORTHOPEDIC SURGEON TO HEAD DE- 
partment; medium sized; well established; midwest 
group composed of diplomates with university hospital 
background; new clinic building just in rear of vol- 
un non-profit hospital; vacation; study; and meeting 
leave with pay; si 8 and retirement plans; out- 
eating man; at least eligible for Boards, and prefer- 
ary ‘mnaied hospital trained, required. Box 1989 C, 


Pacdeom PRACTITIONER—FOR STAFF OF GROUP 
tice clinic; serving membership of over 20,000 in 
ashington D. C.; department heads and many other 
staff members have “American Boards; prefer man with 2 
years general internship and graduate of grade A medical 
school; annual salary open; month vacation; study 
leave; sick leave; comprehensive retirement plan. Write 
to: Medical Director, Group — Association, 1025 
Vermont Ave., N.W., Washington 5, D. C. Cc 


WANTED — GENERAL PRACTITIONER: FOR TEN 
man group in Mid-West; liberal salary with eventual 
partnership. Box 1548 C, % AMA. 














J.A.M.A., September 29, 1456 


PHYSICIANS WANTED — OPENINGS FOR PHY sI- 
cians in a general medical clinic and for general m-qj- 
cine on a neuropsychiatric service in a university affiliteg 
1000 bed general hospital; well qualified general prae- 
titioners acceptable; salary open, not to exceed $10 429 
if not certified; not to exceed $12,900 if certitied: 
fringe benefits. Apply: Dr. A. Tomasulo, Direcvor, 
Professional Services VA Hospital, Dayton, Ohio. Cc 


PHYSICIAN WANTED—FOR A 242 BED TUBER‘ U- 
losis hospital+ which is part of a 3000 bed center 
affiliated with Ohio State University; experienced gen. 
eral practitioner acceptable; starting salary not to ex- 
ceed $12,9000 for a certified physician and $10,320 if 
not certified; maximum salary $13,760. Apply: Dr. A. 
Tomasulo, Director of Professional Services, Veterans 
Administration Center, Dayton, Ohio. Cc 


WANTED — PSYCHIATRISTS; OPENINGS FOR FEL- 
lows, instructor and assistant professor at teaching hos- 
pital*+ attached to university medical school; salary 
depending on qualifications; work may include psychos s0- 
matic service, outpatient clinic, general psychiatry, pri- 
vate practice. Write: Dr. R. W. Garnett, Jr., Department 
of Neurology and Psychiatry, University of Virgin ia 
Hospital, Charlottesvise, Virginia. 


NEEDED — A FULL TIME PHYSICIAN FOR A NEW 
tuberculosis sanatorium; the position available is that of 
Associate Medical Director; opportunity for research; 
complete surgical and pathological facilities; salary gov- 
erned by background of training and experience. Please 
write: District 1 Tuberculosis Sanatorium, Decatur, Ala- 
bama. Attention: Arthur A. Calix, MD, Medical Director 
and Superintendent. Cc 


WANTED—PSYCHIATRISTS; SALARY DEPENDENT 
upon experience and education; 3200 bed state mental 
hospital+ located near New Jersey shore resort area; 45 
miles from New York City; must be graduate of Grade 
A medical schoo ; licensed or eligible for license in 
New Jersey; experience in this field essential. Address 
applications to: Medical Director, State Hospital, Marl- 
boro, New Jersey. Cc 


STAFF PHYSICIAN—FOR SURGICAL SERVICE OF 
256 bed VA tuberculosis hospital; thoracic surgery ex- 
perience preferred but general surgeon desiring thor- 
acic surgical training acceptable; staff salaries $7570- 
$12,685 depending on qualifications; U. S. licensure and 
citizenship required; city located in southern resort area 
of Wisconsin 15 miles from Milwaukee. Write: Manager, 
VA Hospital, Waukesha, Wisconsin. Cc 


VACANCIES—SENIOR PHYSICIANS WITH MINIMUM 
of 3 year psychiatric experience; excellent opportunities 
for advancement; salary range $8,340-$10,200; depend- 
ent upon experience; annual increments; nominal deduc- 
tion for complete family maintenances; fully approved 
large eastern mental hospital+ with 3 year accredited 
residency training progress; must be eligible for licen- 
sure in Connecticut. Box 1953 C, % AMA. 


INTERNIST—CARDIOLOGIST; MASSACHUSETTS LI.- 
censed; exceptional opportunity; Board man preferred; 
begin as salaried associate for 3 months, then must 
parenane fully-equipped, active lucrative -— = 

ge Massachusetts city; terms arranged; 

qualtsthe immediatly; unusually positive ae 

for right man. Box 2000 C, % AMA. 


WANTED—CHIEF PHYCHIATRIST; BOARD CERTI- 
fied or Board eligible preferred; 254 bed general med- 
ical and surgical hospital; 26 beds allotted to NP serv- 
ice; service supervised by Board certified consultant in 
neuropsychiatry; hospital located at home of University 
of Arkansas and in heart of the Ozarks. Contact: Man- 
ager, VA Hospital, Fayetteville, Arkansas. Cc 


GENERAL PRACTITIONERS WANTED—TO ASSOCI- 
ate with medical group 20 miles north of Pittsburgh; ex- 
cellent educational program ; net starting income $12,000- 
$15,000 based on training and experience; paid annuai 
vacation and study period; ample rotation of evenings 
and weekends; no investment required. Write: Box 344, 
Russellton, Pennsylvania. c 


NEW MEXICO — ASCOOIATE GENERAL PRACTICE 
with obstetrics-gynecolo Board eligible man; oppor- 
— — future establishment =m « inie; salary start; 

4 after 6 months; beautiful “year-round. sunny, 
ary, southwest city, 5000 feet elevation. Ray 
Bitterlich, MD, 142 Truman Avenue, Albuquerque, 
New Mexico. c 


WANTED — OBSTETRICIAN-GYNECOLOGIST; MUST 
young male; well-trained, Board certified or Board 
ted in a full-time salaried appointment 


ital*+ and large new clinic building. Write to 
Ricod codemus, MD, Geisinger Memorial Hospital, 
Foss Clinic, Danville, Pennsylvania. 


GENERAL PRACTITIONER AND INDUSTRIAL SUR- 
geon—excellent opportunity for those who can secure an 
Indiana license; good salary; pleasant working condi- 
tions; eventual partnership with a group of 5 well trained 
industrial and private practitioners (established 1903); 
25 miles south hicago, Illinois in the state of 
Indiana. Write: Box 2016, % A x Cc 


GENERAL PRACTITIONER—MAYO, MARYLAND; TEN 
miles from Annapolis General Hospital; near beach re- 
sorts, prosperous farms; ares population 3000; doubles in 
summer; excellent p t surroundings ; local 
doctor retired. Write: "Mrs. Ruby F. Reid, Mayo Com- 
munity & Recreation Association, Mayo, Maryland. Cc 


STAFF PHYSICIAN—TO SERVE ON ESTABLISHED 
schedule; pleasant work conditions and wholesome com- 
munity of 35,000; assignment with tuberculosis patients; 
ample salary; liberal vacation system; retirement plan; 
and other inducements. Manager, Veterans Administra- 
tion Hospital, Butler, Pennsylvania, Cc 


“and 
Cc 





GENERAL PRASTIVIONER—CAL! FORMA LICENSE; 
Spanish pf as a neighbor; have large practice 
about third s Spanish; have overflow; desire alter- 
nate week-e “duty; will refer; proper suite available; 
rent reasonable: in same medical court; San Diego. Box 
2034 C, % AMA. 


WANTED—ASSISTANT SURGEONS; TO WORK WITH 
a large, busy surgical group beginning January 1, 1957: 
preference given if time can be applied as preceptorship 
American Board of Surgeons; considerable opportu- 

nity to perform major surgery; California license re- 
quired before accepting position. Box 1954 C, % AMA. 


(Continued on page 66) 












































WHITE’S COD LIVER OIL CONCENTRATE TABLETS | 
May be chewed like candy 





New Improved Formula: 


White's Cod Liver Oil Tablets now provide 4,000 U.S.P. 
Units of Vitamin A and 400 U.S.P. Units of Vitamin D 
per tablet-—-the equivalent of one teaspoonful of U.S.P. 


cod liver oil. 


And for your older patients: 


high potency 


WHITE’S COD LIVER OIL CONCENTRATE CAPSULES— 
12,500Units of Vitamin A and 1250 Units of Vitamin D. 


WHITE LABORATORIES, INC. 


(Continued from page 64) 


ORTHOPEDIC SURGEON — CALIFORNIA; BOARDS 
or eligible; for association with established Board 
orthopedic surgeon leading to partnership; start $15,000 
per year; send qualifications and pe personal visit to 
J. Howard Varney. MD, 180! 28th Street, Bakersfield, 
California. c 


WANTED—AMERICAN BOARD SPECIALISTS; PHY- 
sicians interested in group or private practice, teach- 
ing. research, public health or industrial medicine; 
Nationa! and International services. Burneice Larson, Di- 
rector, Medical Bureau, 900 N. Michigan Ave., Chicago. 

Cc 


GENERAL PRACTITIONER—MINING COMMUNITY, 
southwest; good location, housing, schools; salary $800 
per month with $100 increase at end of 1 year; another 
$100 at end of 2nd year; private practice $500 month. 
Box 1712 C, % AMA. 


WANTED — GENERAL PRACTITIONER; ESTAB- 
lished unopposed practice, prosperous lowa farming ya 
munity, between hospitals in Jefferson and Carroll; 
functional 6 room ce; $60 rental; housing available. 
Lyons Club assistance. D. M. Nixon, Scranton, Iowa. C 


ANESTHESIOLOGIST — BOARD ELIGIBLE; TO AS- 
sociate with Florida anesthesiologist in private practice 
in central Florida a: p, Cea, permanent part- 
nership. Box 1828 (, % AM 





KENILWORTH, N. J. 


TRAINED OR IN- 
research 


INTERNIST—BOARD QUALIFIED; 
terested in entering allergy; male or female; 


interest and background preferable; full partnership 
within 5 years. J. M. Rose, MD, 215 Hermann Profes- 
sicnal Building, Houston, Texas ( 


INTERNISTS AND GENERAL MEDICAL PHYSICIANS 
wanted—2400 bed hospital + ; hourly commuting distance 
Chicago; salary ranges $7570-$11,610, depending upon 
qualifications. Write: Manager, Veterans Administration 
Hospital, Downey, Illinois. Cc 


RESIDENT PHYSICIAN — NEW YORK STATE LI- 
cense, or one eligible to take State Board; for 80 bed 
general hospital; one with obstetrical anesthesis experi- 
ence preferred, average salary $500 monthly. Box 1951 C. 
Y AMA, 


CALIFORNIA MEDICAL BUREAU AGENCIES—FTR 
physicians placements, and hospitals and medical proper- 
ties for sale. 405 E. Green Street, Pasadena, California, 


and 610 S. Broadway Street, Los Angeles 14, Cali- 
fornia. c 
WANTKD PEDIATRICIAN, RADIOLOGIST, INTER- 


nist, .malJl expanding group Great Lakes area; want men 
capable taking charge hocpital department; salary open; 
1 month vacation; prefer man interested in research and 
teaching. Box 2009 C, % AM 


WANTED—ASSOCIATE IN GENERAL AND TRAU- 
matic surgery; Chicago, Illinois. Box 1557 C, % AMA. 
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OTSLASYROSL Oster — POTENTIAL PARTNERSHIP 
offered, should year employment period prove satis- 
factory to both Sodilite ta salary during employment com- 
—a experience and qualifications. Box 1943 


YOUNG MALE PEDIATRICIAN — UNIVERSITY 
trained; Board eligible to join January original pedia- 
trician in well established growing 6 man mixed group 
university association. Buckhead Clinic, 3254 Peachtree 
Road, Atlanta, Georgia. Cc 


GENERAL PRACTIVIONER — OR MAN WITH 1-2 
years surgical training to do general practice and assist 
in surgery; surgical preceptership possible; assist Board 
man in surgery; Ohi license required; apartment and 
office available; salary if desired. Box 2017 C, % AMA. 


GENERAL PRACTITIONER NEEDED—FOR SMALL 
town; 3,000 pop lation; free furnished office space is 
available; wonderful opportunity for right man. For de- 
tails contact: Administrator, Memorial Hospital of Mar- 
tin County, Stanton. Texas. Cc 


ANESTHESIOLOGIST—WANTED IMMEDIATELY; TO 
Join a Massachusetts group of 3 certified anesthesiolo- 
gists in private practice; prefer Board certified or eli- 
gible, Massachusetts licensed or obtainable, citizen, and 
male. Box 2021 C, % AMA. 


GENERAL PRACTITIONER—TO JOIN 2 OTHER GEN- 
eral practitioners conducting large established practice 
in New York City: completely equipped large office with 
X-ray, laboratory etc. ; < ¥ i year then partnership 
opportunity. Box 2035 C, % AMA. 


STAFF SURGEON WANTED-—ACTIVE 200 BED GM&S 
hospital; liberai vacation, sick leave, and retirement 
plan; salary dependent on qualifications; citizen. Write 
to: Manager, Veterans Administration Hospital, Altoona, 
Fennsylvania. Cc 


ORTHOPEDIC SURGEON—TO JOIN TWO GENERAL 
surgeons serving southwest town more than 40,000; new 
office building properly equipped; Board eligible or certi- 
fied. Contact: Dr. Jack Wright, 4000 Central, Hor 
Springs, Arkansas Cc 


WANTED—STAFF PHYSICIAN FOR ROUTINE WORK 
in large state tuberculosis saratorium in southwest: 
previous experience in tuberculosis desirable but not 
necessary; good salary; family maintenance including 
cottage; good working conditions. Box 2015 C, % AMA 


WANTED—ASSOCIATE RADIOLOGIST: IN PRIVATE 
office and hospital practice; Southeast; excellent oppor- 
tunity for early partnership; state all ‘qualifications and 
particulars in ist letter. Box 1941 C, % AMA. 


ASSOCIATE WANTED — MUST BE WELL-TRAINED 
and experienced in obstetrics and gynecology; starting 
salary $12,000 per year. Metairie Hospital, 310 oan 
Blvd, Metairie, Louisiana. 


STAFF PHYSICIAN — STATE SCHOOL FOR THE 
Mentally deficient and retarded; house with full mainte- 
nance and salary. Apply: Superintendent, Grafton State 
School, Grafton, North Dakota. e 


WANTED — BOARD QUALIFIED OBSTETRICIAN- 
Gynecologist; splendid opportunity in 10 man Iowa group 
with liberal starting salary and eventual partnership. 
Box 1867 C, % AMA. 


GENERAL PRACTITIONER—AGE UNDER 35; TO RE- 
place retiring MD; a group practice; population ly 
million; Ohio license; $10,000 for 1st year assured while 
developing your own practice. Box 1973 C, % AMA. 


GENERAL PRACTITIONER OR INTERNIST—GROUP 
association with a 40 bed clinic-hospital group; salary 
with increase with percentage. Piggott Hospital Associa- 
tion, Inc., Piggott, Arkansas. Cc 


WANTED — INTERNIST; BOARD QUALIFIED OR 
certified; 10 man group in Mid-West has staff open- 
ing; ai salary with eventual partnership. Box 1547 
C, " 

RADIOLOGIST—CERTIFIED OR ELIGIBLE; ASSO- 
ciate with 2 diplomates in office, hospital and clinic in 
Chicago; salery to start leading to partnership. Box 
1996 C, % AMA. 


| WANTED — EENT DEPARTMENT HEAD IN SIX 
doctor clinic ir Texas; ophthalmologist preferable; 
Board certification desirable. not necessary. Box 1024 
C, % AMA 


WANTED—OPHTHALMOLOGIST OR EENT MAN TO 
develop department in 14 man Illinois group; salary 
open. Box 2011 C, > 


WANTED—TWO MEN TO TAKE OVER WELL-ESTAB- 
lished general prictice. within commuting distance of 
New York City. Box 1815 C, % AMA. 


WANTED — ASSISTANT AND LATER TAKE OVER 
,eneral practice: no b'¢ money required; must call for 
interview. Box 2029 C, % AMA 


WANTED—FULL TIME PHYSICIAN FOR RAILWAY; 
must be eligible for license in Virginia, West Virginia 
and Ohio, and under age 55. Box 1809 C, % AMA 


INTERNS AND RESIDENTS WANTED 


The * signifies a hospital approved for internships 
and the + approved for residencies in specialties 
by the Council on Medical Education and Hospitals 
of the A. M. A. Consult Council’s approved list 
for types of internships and residencies approved. 


INTERNAL MEDICINE, PATHOLOGY, SURGERY AND 
chest diseases—in 50C bed GM&S hospital+-; delightful 
all year climate; outstanding teaching program under 
Colorado Medical School Dean’s Committee, with affilia- 
tion tor necessary female and pediatric training; citi- 
zenship required; housekeeping facilities available at 
nodest 
Veterans 
Mexico. 


PSYCHIATRIC RESIYENCIES — APPROVED AMA+; 
up to $8280 to start; housing; time off for psychoanalysis; 
Boston area. Give qualifications. Box 1889 D, % AMA. 


cost. Contact: Director, Professional Services, 
Administration Hospital, Albuquerque, aa | 


(Continued on page 68) 











I) 
ae ae 
Qa 0 


ll) 
mn 
i _Tt | 
(QU) 








Le Duyroid Gland 


Thyroid substance for oral therapy was intro- It is reversible, reacting swiftly to adequate thyroid sub- 
duced shortly before the turn of the century. It stitution.”* 
was with Armour’s thyroid that many of the 


earliest studies were made. S ‘ 
Possessing the advantage of access to tremen- of) Coy 

dous supplies of raw material Armour, through 

the intervening years, has been uniquely qualified Armour Thyroi d— 


to pioneer in thyroidal research, to perfect better 


methods of selecting animal gland substances, to Prepared from government inspected glands and standardized 


overcome basic seasonal and geographic varia- in accordance with U.S.P. XV. 
tions in potency and to establish more accurate 
then or 
standardization methods. +h: 
Adequate thyroid therapy in indicated condi- The Premier yrafre, 
tions can be dramatic. “There are few conditions exclusively “quick frozen” beef thyroid. Tested biologically 
more easily controlled than the hypothyroid state. for antigoiterogenic activity. 


A DIVISION OF ARMOUR AND COMPANY ~ KANKAKEE, ILLINOIS 


A THE ARMOUR LABORATORIES 


*Levitt, T.: The Thyroid, London, E. and S. Livingstone, Ltd., 1954, p. 360. 
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“the 
suppository, 
the 
simplest 

of them all’* 
in 
conception 
control 





Lorophyn® Suppositories 


In conception control, “. . . any therapeutic 
measure, requiring the unremitting coopera- 
tion of the patient as an important factor in 
success, must be simple to use and free 
from objectionable qualities.”* Easy-to-use 
Loropuyn Suppositories insure long-term 
patient acceptance with faithful adherence 
to your instructions, 


Each 2 Gm. suppository is simple to insert 
in a few seconds. They are greaseless; will 
not leak or stain, and act as a deodorizing 
agent. LoropHyn Suppositories are stable 
in any climate. 


Loropuyn Suppositories melt at body tem- 
perature to form a long-lasting spermicidal 
barrier at the cervical os within 15 minutes. 
They proved 99% effective for 93 patients 
over a 12-month period.* 


Supplied: Suppositories of 2 Gm. each, her- 
metically sealed, box of 12. Active ingredients 
in each suppository: phenylmercuric acetate 
0.4 mg., methylbenzethonium chloride and 
methylparaben in a water-dispersible base. 


*Eastmon, M.J., and Seibels, R.E.: J. Am. M. Ass. 139:16, 1949. 


EATON LABORATORIES, NORWICH, N., Y. 














REPRINTS 
FROM 





from 


Prices and information 


Many articles in stock. 
Ask for free listing. 





‘We reprint any article from 
TODAY’S HEALTH upon request 


(minimum order 500 copies 
on special printings). 









Bureau of Health Education 
American Medical Association 
535 North Dearborn Street 


Chicago 10 





J.A.M.A., September 29, 1956 
(Continued from page 66) 


APPROVED RESIDENCIES—VA HOSPITAL+, HOUs.- 
ton Texas; integrated training programs, Baylor Uni- 
versity affiliated hospitals residencies Texas Medica] 
Center; applications accepted for neurology, anesthesi- 
ology, pathology. psychiatry, radiology and urology; 
“‘Career’’ residencies in neurology and psychiatry; citi- 
zenship required. Manager, VA Hospital, or Dean, Bay- 
lor University College of Medicine. D 


APPROVED RESIDENCIES—INTERNAL MEDICINE; 
available quarterly; Veterans Administration Center~, 
Dayton, Ohio; 3-4 year program; citizenship required: 
affiliated and supervised by Ohio State University Med- 
ical School; salary $2840-4000 per year; approved for 
benefits under Public Law 550. Apply: Dr. S. Simerman, 
Chief, Medical Service, VA Center, Dayton, Ohio. 


APPROVED RESIDENCIES IN MEDICINE, PSYCHI. 
ig pulmonary diseases, and neurology; available july 
ist; 684 bed county hospital*+ near New York City; ex. 
ceptional educational a: only — who 
have completed | year approved internships will be con- 
sidered; stipend $200 a plus complete mainte. 
nance. Box 2069 D, % AMA. 


PATHOLOGY RESIDENCY—DETROIT; IMMEDIATE 
opening; approved for 4 years in both anatomical and 
clinical pathology; 635 bed general non-profit hospi- 
tal*+; 300 autopsies and 7000 surgicals per year; 3 
full time Board certified pathologists; program includes 
~—, with local college of medicine. Box 2067 D, 
Yo AMA 


APPROVED os INTERNSHIPS—I YEAR IN- 
ternship January | er J aly i, 1956; county hos- 
pital*+ near New York City; exceptional educational 
opportunity; only rgd of approved medical schools 
will be considered; stipend $100 monthly pius complete 
maintenance, Apply: Bergen Pines County Hospital, 
Paramus, New Jersey. D 


OTOLARYNGOLOGY RESIDENTS — APPROVED 
training, teaching fellowship, university of Pittsburgh 
Medical Center; room, Board, salary, allowance for 
books and attendance to medical meetings. Write: Ad- 
ministrator, Eye and Ear Hospital+, Pittsburgh 13, 
Pennsylvania. D 


BOARD APPROVED PSYCHIATRIC TRAINING—EC- 
lectic approach including analytic supervision; 68 beds + 
OPD adult and child, patients average load; medical 
school* paste affiliation, 14 Diplomate staff; Mid- West; 
salary $4200 to $5400 1.7 quarters; reply biographiec 
facts. Box 1887 D, % AMA 


RADIOLOGIC RESIDENCY—AVAILABLE IN A 900 
bed GM&S VA Hospital+; approved residency affiliated 
with George Washington University Medical School; 
salary $2850 to $3550; apartments available at hospital 
with reasonable rents, Write to: Manager, VA Center, 
Martinsburg, West Virginia. 


RADIOLOGY RESIDENCIES—FULLY APPROVED 3 
year residency including diagnostic therapy, radium 
and radioactive isotopes; teaching hospital*+ with uni- 
versity connections; vacancy available January 1, 1957 
and July 1, 1957. Address Director, Department of 
Radiology, Evanston Hospital, Evanston, Illinois. D 


MEDICAL RESIDENCY—IST YEAR LEVEL; BOARD 
approved 3 year program; 400 bed teaching hospital* + 
and onore saiillated with’ medical school in New York 
City; $1, per annum plus complete maintenance; ap- 
a Ad. immediately. Box 2058 D, % AMA. 


UNIVERSITY HOSPITAL PATHOLOGY RESIDEN- 
cies—four year Board approval; hospital*+ duties in- 
clude subspecialties; teaching; research; university com- 
munity; liberal stipends; excellent opportunity pathology 
training for surgeons, internists. Box 2068 D, % AMA. 


RESIDENT PATHOLOGIST—POSITION NOW AVAIL- 
able; approved pathologic anatomy; $175 per month and 
maintenance. Apply: Frank C. Womack, $Jr., Baptist 
aw enol Inc., 2000 Church Street, Nashville t 

ennesse 


PATHOLOGY RESIDENCY AVAILABLE IMMEDI- 
ately—fully accredited in pathologic anatomy, forensic 
pathology; $125 per month plus full maintenance. Apply: 
Dr. G. R. Hennigar, Box 817, Medical College of Vir- 
ginia*+, Richmond, Virginia. D 


RESIDENCIES IN PSYCHIATRY — BOWMAN GRAY 
School of Medicine+; approved 3 year training; experi- 
ence in somatic therapies, psychotherapy, out-patient de- 
partment, acute intensive in-patient unit in general hos- 
pital, as well as in Graylyn Psychiatric Hospital; re- 
cently opened geriatric unit; affiliation with child guid- 
ance clinic, neurology and neuropathology clinics; limited 
opportunity for research available; openings starting July 
1, 1957. Contact: Richard C. Proctor, MD, Director, 
Graylyn, Winston-Salem, North Carolina. D 


THREE YEAR APPROVED PSYCHIATRIC RESI- 
dencies — university teaching hospital*+; integrated 
training program; supervis psychotherapy, seminars, 
lectures, research opportunities; psychoanalytic, psycho- 
somatic, social science approaches; opportunity for ad- 
vanced experience in child + ee at A he ye 

3,215, $3,725, $4 ontact: Dr. 

George C. Ham, Psychiatric oy a Research Cen- 

arolina Memorial Hospital, Chapel Hill, 

North Cerelina. D 


RESIDENCIES AVAILABLE—MODERNLY EQUIPPED 
516 bed, GM&S, fully approved VA Research Hospital + ; 
affiliated with Northwestern University Medical School; 
openings now for residents in internal medicine, general 
surgery, pathology, physical medicine and rehabilitation, 
diagnostic and therapeutic radiology; must be U. 8. 
citizens and graduates of approved schools; stipend 
$2840-$3550. For information write: Director, Profes- 
sional Services, VA Research Hospital, 333 E, Huron 8t., 
Chicago 11, Illinois. D 


RESIDENCIES IN OPHTHALMOLOGY — THE DE- 
partment of ophthalmology of the Royal Victoria Hos- 
pital, Montreal, offers approved residencies of 3 years’ 
duration; clinical and didactic instruction in all phases 
of ophthalmology; previous rotation service and gradua- 
tion from approved medical school required; appointments 
available to commence July 1, 1957; salary and mainte- 
nance, For information, apply to: Executive Director, 
Royal Victoria Hospital, Montreal 2, Canada. D 


PSYCHIATRIC RESIDENCY—SEVERAL OPENINGS 
July 1957; for beginning or advanced training approved 
3 year program. Department of Psychiatry, U.C.L.A. 
Medical Center,*+ Los Angeles 24, California, D 


(Continued on page 70) 
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one cycle regimen 


Vaginal trichomoniasis: 
lasting cure for 93.8% 


Within 72 hours, local irritation no longer 
troubles your patient. Relief results from 
thorough powder insufflation by you and her 
use of suppositories at home. 


e after clinical study of 48 active cases, 
Schwartz reported 93.8% were symptom- 
free in 3 days; 97.9% showed no motile 
trichomonads on smear in 7 days; 93.8% had 
no recurrence 1 to 3 months after treatment 
through one menstrual cycle* 


e@ advantages: contains a specific, tricho- 
monacidal nitrofuran. Kills many secondary 
invaders but permits essential Déderlein’s 
bacillus to exist. Effective in blood, pus and 
vaginal debris 


e Office treatment: insufflate TricoruROoN 
Vaginal Powder twice the first week and 
once a week thereafter 


e home treatment: first week—the patient 
inserts one TRICOFURON Vaginal Suppository 
each morning and one each night at bedtime. 
Thereafter: one a day—a second if needed— 
to maintain trichomonacidal action 


TRIC 


EATON LABORATORIES 


VAGINAL SUPPOSITORIES AND POWDER 





Norwi w York cs ' 
Norwich Ne Suppositories contain 0.25% Furoxone® (brand of furazolidone) in 
a water-miscible base composed of Carbowax and 20 dendro 
palmitic acid. Hermetically sealed in green foil, box of 12. 
Powder contains 0.1% Furoxone in an acidic powder bose of lac 
tose, dextrose, citric acid and a silicate. Bottle of 30 Gm. 
z *Schwartz, J.: Obst. Gyn., N. Y. 7:312, 1956. 
NITROFURANS 


a new class of antimicrobials 
neither antibiotics nor sulfonamides 
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PSYCHIATRIC RESIDENCIES — IN A GENERAL 
Medical and Surgical Veterans Administration Hospital, 
affiliated with the University of Michigan; offering a 
fully-accredited 3-year, well-balanced didactic and 
seminar program; opportunity for experience in an ap- 
proved new children’s residential psychiatric treatment 
center. For further information write: Dr. Paul 4 
Ireland, Manager, Veterans Administration Hospital, 
Ann Arbor, Michigan. D 


APPROVED PATHOLOGY RESIDENCIES — AVAIL- 
able immediately in 443 bed general hospital* + affiliated 
with Columbia Presbyterian Medical Center in New 
York City; 2 years approved residencies under 2 full time 
Board certified pathologists; closely supervised teaching 
program with active surgical, gynecological, and clinical 
pathology, hematology, and high autopsy rate. Inquire: 
Director of Laboratories, The Roosevelt Hospital, 428 
West 59th Street, New York 19, New York, D 


RESIDENCY—INTERNAL MEDICINE; 1100 BED GEN- 
eral hospital+; 3 year; 2 Ist year vacancies; teaching 
unit, Baylor University College of Medicine; female, pri- 
vate, out-patient medicine; includes all subspecialties 
under supervision of Board certified specialists; stipend 


$2840-$3550; radioisotopes, research, pulmonary func- 
tion ete.; citizenship required. H. D. Bennett, MD, 
VA Hospital, Houston, Texas. D 


MIXED RESIDENCY—ONLY THOSE ELIGIBLE FOR 
license in State of Pennsylvania need apply; new 300 
bed hospital 35 miles from Pittsgurgh; out-patient de- 
partment; application pending approval interns; excel- 
lent quarters; salary $5400 annually, plus maintenance. 
Write details of training and experience to: Administra- 
ee Butler County Memorial Hospital, Butler, omens 
Vania. 


PSYCHIATRY — STAFF AND RESIDENCY VACAN- 
cies; approved 3 year psychiatric residency in conjunc- 
tion with Northwestern University Medical School; ex- 
tensive training programs in related fields; staff salary 
$7570-$11,610, depending upon qualifications; 25% ad- 
ditional if Board certified; hourly commuting distance 
Chicago. Write: Manager, Veterans Administration Hos- 
pital+, Downey, Illinois. D 


INTERNSHIP APPOINTMENTS—i2 MONTHS ROTAT- 
ing; wanted immediately; 390 beds and 45 bassinets; over 
42% of medical staff Board certified specialists; full 
laboratory facilities with approved use of radioactive 
iodine phosphorous, AU 198; approved residency program 
in urology, surgery, medicine, OB-GYN; $300 per month. 
— Orange Memorial Hospital* +, wae, 

jorida, 


PATHOLOGY, MEDICINE, PEDIATRICS—RESIDEN- 
cies in these specialities available in 600 bed teaching 
hospital*+, university affiliated; 4 year approval clini- 
cal and pathological anatomy, leading to M S degree; 
medicine residency after 3 years leading to M 8S de- 
gree and pediatrics residency for 2 years; $2100 to 
$2700; meals on duty Apply: Director of Residencies, 
St. Joseph’s Hospital, Omaha, Nebraska. D 


MEDICAL RESIDENCY—ONE YEAR, BOARD AP- 
proved; experience in hematology, clinical use of isotopes, 
oral endoscopy, chemotherapy of neoplasia, and general 
medicine; salary $300 per month. Write to: Dr. C. D. 
Howe, Chief of Medicine, The University of Texas M.b. 








ADJUSTABLE OUR 
LUMBO-SACRAL | PRICE 
SUPPORT $6.50 











Made of herring- 
bone weave 2 ply 
countil, reinforced 
in back, sides and 
front with stays. 
Supplied with re- 
movable _ sacral 
pad and perineal 
straps. Swiss knit 
V_ gore _—_ elastic 
comfort in sitting. 
Laced back, ad- 





justable —_ buckles 
Fig. 5” to 7” Front’ in front. Addi- 
194 6” to 10” Back tional heavy web- 
bing strap en- 


circles the belt with buckle in front. Take 
measurements around the hips, 3” below 
the iliac crest. 

THE F. A. RITTER COMPANY 


4624 WOODWARD AVE. DETROIT 1, MICH. 














PRESCRIBE RELAXATION 
FOR YOURSELF! 





The cares and fatigue of the office vanish in 
your glass garden Ezyrected Greenhouse. 
Manufactured in a variety of sizes to fit 
the convenient space in your garden’ by 


TEXAS GREENHOUSE CoO. 
1506 W. Rosedale Fort Worth, Texcr: 


ALUMINUM \ Literature on Request, 
REDWOOD Please Specifv. 





Anderson Hospital and Tumor Institute,+ Houst 
Texas. D 


PATHOLOGY RESIDENCY — AVAILABLE IMMEDI- 
ately; fully approved 4 year program in anatomical and 
clinical pathology; stipend $375 per month; prefer resi- 
dent interested in pathology career; 275 bed general hos- 
pital*+ in Virginia; 150 autopsies, 5,500 surgicals, 
100,000 laboratory examinations; 2 full time pathologists. 
Box 1964 D, % AMA. 


RADIOLOGY RESIDENCIES — FULLY-APPROVED 3 
year residencies in radiology available; 30,000 diagnostic 
examinations and 7,000 therapy treatments per annum; 
active department under full time direction. Direct in- 
quiries to: Dr, 8. Schwartz, Jewish Hospital+ of Brook- 
lyn, 555 Prospect Place, Brooklyn, New York. D 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 


every 4 weeks. Address: Frederick H. Van_ Bergen. 
ML, Director of Anesthesiology, University of Minne- 
sota Hospital, Minneapolis, Minnesota. D 


RESIDENT PHYSICIAN — RADIOLOGY POSITIONS 
available November 1, 1956 and April 1, 1957; include 
therapy and radioactivity isotopes; fully approved. Ap- 
ply now to: William D. Evans, MD, Ass’t. Medical 
Director, Los Angeles County General Hospital*+ 1200 
N. State Street, Los Angeles 33, California. b 


AVAILABLE RESIDENCIES — WOMAN'S’ HOSPI- 
tal+; 125 beds; specialized; obstetrics; gynecology; fully 
approved 3 year residency; 4,666 deliveries, 2,999 opera- 
tions, 19,000 clinte visits 1955; selections during Novem- 
ber for July 1, 1957; maintenance $150, $175, $200. 
Columbia Hospital For Women, Washington 7, D. C. D 


EXCELLENT APPROVED RESIDENCY IN RADIOL- 
ogy available January 1, 1957, Veterans Administration 
Houspital+, Denver, Colorado; affiliated Colorado Uni- 
versity Schoo] of Medicine; salary $2840; citizenship 
required. Dr. Oren T. Skouge, Director, Professional 
Services. D 


RESIDENCY IN PATHOLOGY—POSITION AVAIL- 
able immediately; approved AMA; 106,000 laboratory 
procedures; 190 autopsies; stipend $100 per month with 
completely furnished apartment adequate for family. 
Apply: Ravenswood Hospital*+—% Pathologist, Chi- 
cago 40, Lilinois. D 


MEDICAL RESIDENCIES—2 CHIEF RESIDENT AND 
1 first year resident positions available now; 455 bed 
hospital*+; 3 year approved medical residency training 
program with organized curriculum and active out-patient 
clinies. Apply: Medical Superintendent, Lincoln Hos- 
pital, 320 Concord Avenue, Bronx 54, New York. D 


FULLY APPROVED RESIDENCIES — THREE YEARS 
in internal medicine’ 3 years in pathology, 2 year ap- 
proved; all teaching bv diplomates; joint program of an 
educational] and research foundation with an accredited 
hospital+ in a large southwestern city. Box 2038 D, 


Yo AMA. 


PEDIATRIC RESIDENCY — IMMEDIATE APPOINT- 


ment available; inquiries are invited. Apply to: Dr. Jules 
Klein, Director, Department of Pediatrics, % Registrar, 
Medical Education, Jewish Hospital Association* +, Cin- 
cinnati 29, Ohio. D 


Don’t miss if . . . the leading 

medical meeting of the year 

A.M.A. Clinical Meeting in 
Seattle, Nov. 27-30, 1956 












24 for $51 F 


REQUIRE NO IRONING. . 
yet can “’take”’ public laun- 
dering. 48’’ long; open full 
length. And they’re O.K. for 
X-ray. 







































w' TECKLA GARMENT CO. : 
= P. O. Box 863, Worcester 1, Mass. 4 
< ' Gentlemen: Please send the quantities of } 
“: TECKLA KRINKLE KIMONAS indicated : 
Hy below. Send C.0.0.__or Postpaid__._ ! 

' ' 
gs: coLor [| BUST [ QUANTITY: 
2 SIZE of TIES] measure] wanted } 
a * 
S'1, SMALL] BLUE | 42” ‘ 
Siz: MED. | WHITE | 52” : 
£{3: LARGE| PINK 60” : 
f : 
<i NAME............. ; 
x! 8 
TE SE A : 
ee : 

7 7 

HM PTrrrIrtrrrriiiiiit irri iiiiri iii lilt titi ierr ire oo a 

Lew--Teckla pays postage on CASH orders----4 
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ANESTHESIA RESIDENT — IMMEDIATE OPENING: 
388 bed approved hospital* +; 4 physician anesthesiolo- 
gists in department. Flushing Hospital & Dispensary, 
44-14 Parsons Blvd., Flushing, g Island, (Miss 
Young). D 


TWO YEAR GENERAL PRACTICE RESIDENCY — 
minimum of $300 per month plus meals and family allow- 
ance; excellent medical staff in modern hospital*+ in 
Detroit suburb. Director’s Office, Oakwood Hospital, 
Dearborn, Michigan. D 


RESIDENT FOR GENERAL PRACTICE—MODERN, 129 
bed hospital; 30 bassinets; rural community; JCAH ac- 
credited; assignment 1 year; salary open. Contact: Mr 
Lee Nichols, Administrator, Kent County Memorial Hos- 
pital, 455 Toll Gate Road, Warwick, Rhode Island. D 


ANESTHESIOLOGY RESIDENCIES — AVAILABLE 
now; fully approved, active clinical and teaching pro- 
gram; approved internship required. Apply to: C. H. 
Gallup MD, Alameda County Highland Hospital*+, 
Oakland 6, California. D 


ORTHOPEDIC RESIDENCY — AVAILABLE IMMEDI!- 
a 4 A approved for full training in adult and 
children’s orthopedics and fractures; stipend first year 

residents $325 per month. Apply: Chief of Orthopedics, 

Orange Memorial Hospital+, Orlando, Florida. D 


ANESTHESIOLOGY RESIDENCIES—APPROVED TWO 
year active teachin« program; full maintenance and 
stipend; 1 year approved internship required. Apply to: 
Meyer Saklad, MD, Rhode Island Hospital,*+ Provi- 
dence 2, Rhode Island. D 


NEUROSURGICAL RESEARCH RESIDENCY FELLOW- 
ship—now available; coordinated with approved 4 year 
neurosurgical residency program; advanced graduate de- 
gree obtainable. Department of Neurological Surgery, 
Medical College of Virginia, Richmond, Virginia. D 


WANTED — RESIDENT PHYSICIAN; FOR FULLY- 
approved EENT hospital+; combinated service for 4 
years; starting salary $300 per month with maintenance; 
give full details in ist reply. Box 9734 D, % AMA. 


WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large eastern mental 
hospital+; excellent teaching program therapeutic pro- 
cedure; $5,280-$6,600. Box 1952 D, % AMA. 

UROLOGY RESIDENT—DUE TO ILLNESS WE HAVE 
one 3 year residency in urology available at this time; 
applicant wit. 1 year general surgery residency credit 
preferred. Box 2012 D, % AMA, 


GENERAL PRACTICE RESIDENCY—FULLY AP- 
proved 2 year program; 3 positions available immediate- 
ly; maintenance plus salary. Apply to: Administrator, 
Sharon Genera! Hospital*+, Sharon, Pennsylvania. D 


THREE YEAR UROLOGY RESIDENCY AVAILABLE— 
to begin immediately or July, 1957. Write full biography 
to: Medical Superintendent, Queens Hospital Center,* + 
Jamaica, New York. D 


PARTNERS WANTED 


FULL PARTNER WANTED—FOR FOUR MAN GROUP: 
to do general surgery and some general practice and/or 
obstetrics; fully-equipped office; local hospital; rural 
community, New York State. Box 1956 F, % AMA. 


LOCUM TENENS WANTED 


WANTED — DOCTOR TO TAKE OVER GENERAL 
practice for | month; November {5th to December (5th; 
salary $600; Pennsylvania license. Box 2066 G, % AMA. 


NORTHERN MINNESOTA — UNTIL JULY, 1957; 
large, lucrative general and surgical practice in commu- 
nity with hospital; lovely recreational area; token rent- 
al only cost; possible pufchase or association iater. Box 
1955 G, % AMA. 


SITUATIONS WANTED 


ANESTHESIOLOGIST —- MARRIED; GRADUATE AP- 
proved Scandinavian School, 1951; 2 year approved anes- 
thesia residency in U. 8S.; F.A.C.A.; permanent visa; 
desire position while preparing for State Board exams. 
Box 2064 I, % AMA. 


INTERNIST-GASTROENTEROLOGIST—IN THIRTIES; 
certified both Boards; experienced all gastrointestinal 
procedures including endoscopy and fluoroscopy; clinical, 
research and teaching background; military service com- 
pleted; prefer institution or group. Box 2056 I, % AMA. 


IF IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physicians for private practice, 
industry or public health, please write for recommen- 
dations, Woodward Medical Personnel Bureau, 185 N. 
Wabash, Chicago. 1 


NEW YORK PSYCHIATRIST — MIDDLE-AGED; 
Board eligible; experienced in individual, group analyt- 
ical therapy; also physical therapy; seeks association 
with individual, group or practice opportunity in Cali- 
fornia. Box 2061 I, % AMA. 


INTERNIST — BOARD QUALIFIED WITH NEUROL- 
ogy subspecialty; married; entering practice in No- 
vember; interestea in group, partnership, or private 
practice in Mid-West. Apt. #104, 12943 Clifton Blvd., 
Lakewood 7, Oh.o. I 


RADIOLOGIST — DIPLOMATE; AGE 40; MARRIED; 
family; trained university of lowa and certified in 
rene December, 1955; desires permanent location, 
hospital or iate; category 1V. Box 2065 1, % AMA. 


SURGEON — 33; BOARD QUALIFIED WITH PRAC- 
tical experience in general and industrial surgery; 
desires association with surgeon or location with oppor- 
tunities to develop a practice. Box 2051 I, % AMA. 


FORMER CHIEF OF SCHOOL CARDIAC SERVICE IN 
a large eastern city is available to organize cardiae serv- 
ices for pupils and personnel in elementary and second- 
ary schools. Box 1959 1, % AMA. 


GENERAL SURGEON—33; MARRIED WITH FAMILY: 
passed I American Board Surgery; leaving service Jan- 
uary, 1957; desires association with individual or group. 
Box 1885 I, % AMA. 


GENERAL PRACTITIONER — 34; MARRIED; CATE- 
gory IV; wishes position in which he can fulfill desire 
va availadle July 1957 or sooner. Box 2049 I, 
© AMA. 





(Continued on page 74) 
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‘The Bright Side 
by E. K. H. 


A Hollywood friend reports overhearing an enlightening bit 
of dialogue on the way to a show one night. 
A girl had hopped into a taxi. “Bye, honey,” she cooed over 
her shoulder. “Meet me at the Brown Derby at seven.” 
“O. K.,” called back her boy friend amiably. “What time will 
you be there?” 
rn 


Seaman Jacobs tells about a friend of his—a Mrs. Fletcher— 
who, after months of sleeplessness because of her husband’s 
snoring, finally consulted her doctor. He admitted there was no 
cure, but suggested she tie a piece of string around her hus- 
band’s nose while he slept. 

That night there was no string in the bedroom, so Mrs. 
Fletcher took a piece of blue ribbon and carefully tied it 
around her husband’s nose. Much to her delight, the culprit 
didn’t snore once. 

Next morning her husband stared incredulously at his re- 
flection in the mirror. 

“Alice,” he cried. “I don’t know where I was last night, but 
wherever it was, I won first prize!” 


“ 


Overheard: 

“Her mother came to visit us over the holidays—which so far 
have included Christmas, New Year’s, Lincoln’s birthday, 
Washington’s birthday, Bastille Day. . .” 


J 
bd 


Jack Rourke, the TV performer, tells about the little boy 
and little girl who were walking down a street on the outskirts 
of the city. They passed a sign, on a building, that read “Smith 
Manufacturing Company.” 

“Oh,” cried the little girl, “so that’s where all the Smiths 
come from!” 

On a recent Amos and Andy show the Kingfish was starting 
an “Advice to the Lovelorn” column and found himself knee- 
deep in marital problems. 

“Andy,” he confided to his friend, “this letter’s got me 
stumped. Here’s a night watchman says he came home the 
other night after working overtime and found a Corona-Cor- 
ona cigar in the ash tray. What should I tell him to do?” 

“Well,” answered Andy judiciously, “if he’s a poor man, he’d 
better get his wife to smoke cheaper cigars!” 

% 

Showman Richard Barstow tells of an auction during which 
the auctioneer stopped proceedings to announce that someone 
present had lost a wallet containing some money. 

“The person who lost the wallet ‘: offering a $10 reward for 
its recovery,” stated the auctionee-. 

There was . giggle from the back of the crowd, “O. K.,” came 
a voice, “I'll give $11.” 


“Married people in Hollywood.” says George Gobel, “are no 
more miserable than they are any other place in the world.” 
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A psychiatrist advised his timid little patient to assert him- 
self. “Don’t let your wife bully you. Go home and show he: 
who’s boss!” 

The patient went home, slammed the door loudly, and seized 
his wife roughly. 

“From now on,” he snarled in his best Little Caesar manner, 
“you're taking orders from me, see? You're gonna make my 
supper this minute and when it’s on the table you're goin’ up 
to lay out my clothes, see? Tonight I'm going out on the town— 
alone—and do you know who’s gonna dress me in my tuxedo 
and black tie?” _ 

“You bet I do,” was her answer. “The undertaker!” 

% 

An irascible old cockney, waiting to board a double-decker 
bus in London, stood by as a woman came downstairs from the 
top of the bus carrying her small daughter. 

Depositing the girl carefully on the curb, the woman climbed 
back up and brought down a little boy. Again she made the 
journey up and down with still another child. 

As she started up for the third time the old man let out a 
bellow. 

“Blimey,” he exploded. “Wot’s she got up there—a bloomin’ 
nest?” 


% 
Herb Shriner comes from a sentimental old town, and recalls 
a prisoner, long incarcerated in the local jail, who was given a 
farewell party when he was finally released. 
At the end of the touching ceremonies, says Herb, the officials 
paid him one of their highest compliments—they retired his 
number. 
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Only 1 dose 


every 1 >) hours! 


Continued clinical studies on this 
new Upjohn antibiotic have dem- 
onstrated that the 1-Gm. “prim- 
ing dose” originally recommended 
is unnecessary. The resultant 
usual adult dose of only 2 capsules 
(500 mg.) every 12 hours repre- 
sents a bonus of both economy 
and convenience for your patients. 
Particularly for Staphylococci 
and Proteus resistant to all other 
antibiotics, 


R 














Upjohn Medicine... designed for health... 
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produced with care. 


*Trademark, Reg. U. S. Pat. Off.—the Upjohn brand of crystalline novobiocin sodium. 
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REGISTERED LABORATORY TECHNICIAN — MAJOR 

oil company in progressive southwestern community of 

has openina for female registered laboratory 

technician for complete clinical laboratory; 40 hour work 

week; excellent employee benefits; give education expe, 

— . % ry-y4 requirements, in initial letter, go, 
o A. 


LAgpeArTeny TECHNICIAN—FOR NIGHT DUTY; jy 
335 bed general Be gs with university affiliation: 


(Continued from page 70) 


OBSTETRICIAN-GYNECOLOGIST — 35; MARRIED; 
Board eligible; completed military service September 
1956; licensed Illinois; desires private practice, or asso- P 
ciation with group or individual. Box 2045I, % AMA. (R 
PEDIATRICIAN—BOARD QUALIFIED; 31; FAMILY; 


military service cco pleted; wishes to practice in Massa- 
chusetts; individually or in a group; available July 





1957. Box 2059 I, % AMA. will work from 4:00 to 10:00 p.m. and take cai! from 
10:00 p.m. to 7:00 a.m. every —_ day; must be regis. 
GENERAL PRACTITIONER — 34; CATEGORY IV; 5 tered or eligible; good salary, | month vacation, sickness 


location, Box 1839 I, % AMA general hospital* + laboratory in Virginia; $400 to $459 


years solo practice; family; AAGP; desires practice or and insurance benefits. Apply: Personnel Director. 
association in northern California. Box 1960 I, % AMA. NIGHT 4 Evanston Hospital, Ceaneten, Iinois. L 
BOARD QUALIFIED GENERAL SURGEON—DESIRES CLINICAL CHEMIST — IMMEDIATE OPENING ly 
é per month to start; job consists of setting up new pro. 





SMALL TOWN AAGP 40; KANSAS GRADUATE; cedures, supervising routine determinations, research and 
grossing $30-35,000; in sharp competition; desires change teaching; A.B. required, male or female; excellent op. 
of location to Midwr-t-West; to improve educational PLAN portunity with pleasant working conditions. Box 1:03 |. 
oppertuntites for my children; association with individ- % AMA 

or clinic; can do obstetrics, abdominal, emergency, 
gynecology, and some traumatic surgery; personal inter- - ‘ WANTED — LABORATORY TECHNICIAN; ASCP; 4 
view available. Box 1970 I, % AMA. assures maximum efficacy in bed Sacral } se in excellent hunting ‘and fishing 
" area; 0 per mon rite: 8s Martha 
INTERNIST — CERTIFIED; 38; MARRIED; FAMILY; the treatment and prevention of Hanson, Administrator, Baraga County Memorial Hos. 
! desires group, clinic, hospital, pharmaceutical, industrial Pa - : pital, L’Anse, Michigan. L 
| 100 mile radius NYC; experienced entire field; qualified superficial fungous infections 
metabolism, clinical research; previous work includes in- APPARATUS WANTED 
dustrial toxicology, workmen’s compensation. Box 2024 I, especially 
Yo AMA. WANTED—GOOD USED LABORATORY EQUIPMENT: 


such as, microscope, colorimeter, entrifuge, etc. Box 


GENERAL PRACTITIONER — EMPHASIS, GENERAL 2060 M. % AMA 
surgery: California eansed:, age, 45: tereion graduate: || DERMATOPHYTOSIS werten ar 
world war Ii veteran; mem ’ 
a3) 20 vome practice middle ~-% desires relocation (Athlete's Foot) PRACTICES FOR SALE 
tee Ben 1901. Gana purchase of active prae- COLORADO—GROWING PRACTICE IN BEAUTIFUL 
. z mountain town; 30 minutes from Denver; office equip- 
OBSTETRICIAN-GYNECOLOGIST — 33; FAMILY: ment, office lease, introduction; $30,000 a year: leaving 
Board qualified; desires location or association with in- August 15, 1957; specializing; $8000; any terms. Box 
dividual or group; East coast preferred; DNB; military 2026P, % AMA. 
mite ee eae ee = DISTRICT OF COLUMBIA—WASHINGTON; IMMEDI- 
: e ately; active and long-established practice in internal 
GENERAL SURGEON — 382; BOARD CERTIFIED; medicine; 7 rooms, air-cond'tioned, fully-equipped in 
family; university trained; private practice; vascular and excellent location in downtown office building; price, 
traumatic experience; completing military obligation; de- terms nominal to right party; state qualifications in 
sire asociation with individual or group; Diplomate 


query for details, Box 1950 P, % AMA 
RAS a, Sas Sees oe See ILLINOIS—GUARANTEE WEEKLY SALARY FOR ONE 
OTOLARYNGOLOGIST — BOARD CERTIFIED; 38; 


year trial as opportunity for surgeon or general practi- 
trained in broncho-esophagology; military service com- tioner to assume a large general practice; to buy or rent; 
pleted; desires location in California or other western 


open staff hospital; small town. Box 1829 P, % AMA. 
e Cc 
SS a Se ae Se ae Se MARYLAND — BALTIMORE; VALUABLE GENERAL 


medical practice; available immediately; well-established 
SUCCESSFUL GENERAL PRACTITIONER; BOARD about 25 years; demonstrated consistent substantial earn- 
preprofessional background; desires position as assistant 








ings; includes building, professional equipment, fur- 











dean, to direct student health service and to assist in niture, etc.; experienced nurse available; industrial 
teaching the —— of medicine in a medica] school. area; unusual opportunity; replies confidential. Inquire 
Box 1846 I, % AMA & a end a. 803 a Bldg., Baltimore ; 
arylanc none: PLaza 5. 4 
SKILL THORACIC-CARDI R —34; - 
vedi coreiegs desires : to con ‘eee hey DAY NEW JERSEY — OPHTHALMOLOGY; ACTIVE; LU- 
= = aus dee We Oe ee Som Sak vent ofice completely equipped,  outeliod wat 
area; can organize diag e ia ox 
% AMA. DESENEX POWDER ZINCUNBECATE air-conditioned. Box 2032 P, % A 
AVAILABLE—AMERICAN BOARD SP IST NEW YORK—LARGE, LONG ESTABLISHED GENER- 
head departments, join groups, oan.; phgoistans for on is applied every morning by al practice; in rapidly growing community 1 hour's drive Th 
an Bg hy Fe - a ‘Shay Medical dusting freely on feet and in cults; aubue teeuitens Se alt td cute ‘poner alae 
1€a ease wr or mendations ay ca Bs - ; rlims 
Agency, 55 E. Washington, Chicago. I because of illness, Box 1972 P, % AMA. teré 
WHEN IN NEED OF AMERICAN BOARD SPECIAL- shoes and socks. NEW YORK—EXCELLENT PRACTICE; ADULT MED- wis 
ists to head departments, physicians for — prac- icine with established group; equipped office on rental 
tice, public health or industry, please write for recom- basis; city 38,000; central New York; available immedi- 
mendations. Burneice Larson, Director, Medical Bu- ately; no purchase price. Box 2026 P, % AMA. 
reau, 900 N. Michigan Ave., Chicago. I NEW YORK a= ACTIVE | Ceneeat within comm ye 
EENT — 39; FAMILY; BOARD ELIGIBLE; BOTH sale; cas’ usiness over n commuting 
specialties; have Caiifornia license and desire group distance of New York City. Box 1814 P, % AM 
6 ae 2 ae Ce oe ® OHIO—ESTABLISHED GENERAL PRACTICE; COUN- 
x ; ty seat contral oe; H open staff modern hospitals: 
,E _— y price reasonable; includes drugs, instruments, equip- 
ee ee sank dae sen te eee OINTMENT and POWDER ry practice etc.; no real estate; retiring. Box 1837 I, 
nership in Southeast; will be traveling Routh at ete INCUNDECATE oA 
October fer personal interviews. Bex 1967 I, % A z OKLAHOMA—TULSA: LUCRATIVE GENERAL AND 
om : rheumatic group; retiru.¢ leaving state; now grossing 
“oroteese in m id-weet_me cenziieh sneer and SOLUTION over egg oo 7 eoesees 4 younger -—- - = 
perience ie responsible hos- UNDECYLENIC ACID 50% by taking all available business; some n ustrial; 
— ae AP will stay adequate time with buyer; all most new Mattern 
pital position. - vez2 | AGA X-ray complete; $10,000 some terms; available about 
ORTHOPAEDIST — 31; UNIVERSITY TRAINED, AND January 1, 1957. Box 2044 P, % AMA. 
Part I of Boards completed; desires association with 4 
* ef! 7 Potent mycotic action PENNSYLVANIA—WELL ESTABLISHED PRACTICE 
Sree ” anti about 28 miles from Pittsburgh; grosses $40,000 yearly: 
i ens = e Soothing antipruritic effect 5 minutes from new hospital; leaving to specialize; = 
PATHOLOGIST — BOARD CERTIFIED; UNIVERSITY introduce; will listen to reasonable offer. Box 1629 P, 
trained; 38; married; extensive tiaining in surgical % AMA 
: @ Virtually nonirritati 
Feed i. row: Tce 7 ee eee ily ng PENNSYLVANIA—SALE OR RENT; GBNERAL, SUR- 
® Pleasantly scented gical; Philadelphia, 23 years; relocating for health; 
GENERAL yEacrervenss = — 48; MARRIED; YEAR ultra-modern, air-conditioned, 6 rooms; use of equip- 
. surgical residency; yer oe al obstetrical experience; ment, drugs; 2 apartments, additional office bringing 
pa Age ny an ere Se ARAN col- $165 monthly; will introduce. Box 1925 P, % AMA. 
¥ Cures the average moderate to TEXAS—SOUTH CENTRAL; ESTABLISHED LUCRA- 
gg eh a in two to three weeks. || uate rss ama ui sgt seein 
° a rick clinic for physicians or specialists; total pop- am 
2002 I, % AMA, ere case in ot ree ulation i = open hospitals: yr pg eng aa a 
terms; relocating out of State; price $40,000, Box 1958 P. 
PROFESSIONAL AND TECHNICAL AIDES % AMA 


























WISCONSIN—OFFICE we age ge PERSON. 
nel, records, ete.; fine going practice; new hospital; 
Write today for community crying for a young competent general man 


who can do surgery; 2 man practice at present. Box 





WANTED—(a) CHIEF MED TECH; staff of 5 in dept, 
newly created posi involv’g 
standards; 300 bd gen beep; $400 or ae, city 












60,000; SE. (b) MED TECH; active to SAMPI ES iteratu 2062 P, % AMA 

tech; vo esp 100 bds; $350; trade etr, twa 7500, and | re 

Pac NW. (c) MED TECH; sm gen ; 7A 4 APPARATUS, ETC., FOR SALE 

(d) TISSUE TECH; lab under supy full time, Board 

path; 215 bd gen hosp; $350; mr NYC. (e) CHIEF PICKER SERIES 200 HOSPITAL X-RAY—ADJUST- 

Indus works io $450" twn 15.000; Mide, (1) LAB & Srecdly Densmnen, #170 iimice contol; #800 B. Picket 
us work; ; twn 15,000; ° readly Dynamax, #770 timing contro ¢ ric 

XRAY TECH: 19 man clin grp; newly compl, air- Available at all pharmacies fluoroscope; P40 F Stanford ey stereoscope; +325 

cond clin bidg & 25 bd hosp; 3 . Aray techs Green Test machine; Picl’er -ray viewer; Buck oxraph 

om pl; >; resid twa Phe from Chge. (g) MED dryer; film cabinet, washer, etc.; sell only as complete 

TECH; vol gen hosp 150 bds; $325-$475; prog twa unit. Vimarlert, 807 Garfield Ave., Jersey City, NeW 

20.000; Pac NW. (h) XRAY TECH j stat & supv: Jersey. u 

folly aufeond,exee!-saulp fail; to $9000; capita GUARANTEED RECONDITIONED X-RAY, ELECTRO: 

ersonnel electrocardiograph equipment; availa 
univ city 200,000; SE. Weedward Medical L all district offices; United States and Canada; det! 





urease, 166 Werth Waban, Cuvengs. direetly with factory organization; all sales and service 


personnel factory-trained; prices include installation and 
operating instructions. Write to: B :9, General Electr 
Company, X-Ray Department, 4855 Electric Ave., Mil- 
waukee |, Wisconsin. a 





WANTED — MEDICAL TECHNOLOGIST NEED- 
ed; for 207 bed hospital*+ in beautiful New England 
college town, rotating service, new laboratory, isotope 
laboratory, approved teaching program. Middlesex 
Memorial Hospital, Middletown, Connecticut. L 


dics! icsetinmntiometationmentineneens 











(Continued on page 78) 
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YOUNG DOCTORS: 


SERVE YOUR 


INTERNSHIP 


AND/OR RESIDENCY AS 
A FULLY PAID 
AIR FORCE OFFICER 


Full time professional training in either 
military or civilian hospitals 


The U.S. Air Force now offers medical programs of in- 
terest to both seniors in medical school and young interns 
who are United States citizens. These are: 


1. The Military Intern Training Program—seniors of 
AMA Council-approved medical schools are se- 
lected for 1-year general rotating internships in 
military teaching hospitals, as first lieutenants in 
the U. S. Air Force Reserve. Age limits are 21-32. 


2. The Civilian Intern Training Program—seniors 
of AMA Counci)-approved medical schools are 
commissioned as first lieutenants in the U. S. Air 
Force Reserve, with initial assignment to the civil- 
ian hospitals at which they have obtained for 
themselves an approved cx.e-year internship. Age 
limits are 21-32. 





THE SURGEON GENERAL 
Headquarters, USAF, Washington 25, D.C. 


(0 Civilian Intern Program 
[) Residency Program 


P-64-AMA 


Please send complete information on my opportunities in the 
0 Military Intern Program 


3. The Residency Training Program—Graduates of 
accredited medical schools, who have completed a 
minimum of one year’s internship, may be selected 
for Air Force-sponsored residency training in 
either military or civilian hospitals, serving in 
grade of captain. Opportunities for such training 
are offered in any of the recognized medical spe- 
cialties, including Aviation Medicine. 


As first lieutenants, participants will receive pay in the 
amount of $335.40 per month, plus subsistence and quar- 
ters allowances, where applicable. As captains, $374.40 
per month, plus allowances. (Qualified applicants may 
participate in both an internship and residency. ) 


For complete details, mail the coupon below now, as there 
are specific application dates to be met. 























NAME. 

ADDRESS. 

CITY. ZONE STATE 

MEDICAL SCHOOL CLASS OF. 
INTERNSHIP. COM PLETED. 
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interrupting 
diuretic 
dosage 
means 
intermittent 


edema 


PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Diuretics needing “rest periods,” whether enforced by dosage restriction to once 
daily, or by omission to alternate days, inevitably fail to achieve sustained control 
of edema. 


The organomercurials never require interruption of dosage to prevent refractori- 
ness and can maintain patients continuously in the edema-free state. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (10.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 
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comparison of the effect of 
RAUDIXIN (tranquilizer) 
and a barbiturate (sedative) 
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Raudixin acts in the area of the midbrain and diencephalon and does not depress the 
cerebral cortex, as can be seen in this electroencephalogram. Consequently, the tran- 
quilizing effect of Raudixin is generally free of loss of alertness. 
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Because barbiturates and other sedatives depress the cerebral cortex, as indicated by 
this ‘‘spindling,”’ the sedation is often accompanied by a reduction in mental alertness. 


RAUDIAIN 


SQUIBB WHOLE ROOT RAUWOLFIA SERPENTINA 


SQuIBB 








posace: Usual initial dosage is 200 mg. 
daily. Maintenance dosage may be adjusted 
within a range of 50 mg. to 500 mg. daily, de- 
pending on the response observed and the pos- 
sible appearance of side effects. Most patients 
can be adequately maintained on 100 mg. to 
200 mg. per day. Because of its sustained ac- 
tion, Raudixin may be given in single daily 
doses if desired. Note: Tranquilizing action is 
usually evident in 3 to 10 days; for a more 
rapid onset of effect, the patient may be given 
a priming dose of 200 to 300 mg. twice daily 
for the first 3 days. 


supp.y: 50 mg. and 100 mg. tablets, bottles 
of 100, 1000 and 5000. 


*ravomin’® 18 A SQUIBS TRADEMARE 
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ELECTRIC SHOCK 


(Continued from page 


PRACTICALLY NEW REITER 
machine —with clamp electrode applicator; original price 
$250; would sell $150; practically new 4 channel EEG 
Mederaft machine; original price $2000; would sell $900. 
Write: Dr. C. M. Ayres, 3205 Grand Concourse, Bronx 
68, New York, 


X-RAY; CHEAP; 
like new. Write: W. J, 
, Gary, Indiana. 


100 MA 
6151 W. 
Q 


McFEDRIES 
Borak, MD, 


VOR SALE 
complete; 
25th Ave. 


LARGEST STOCK OF USED—RECONDITIONED AND 
surplus X-ray equipment in America 
models of diagnostic and therapy units, delivered, in- 
stalled. guaranteed and serviced; write for details and 
hew aecessory price list. Medical Salvage Co., Inc., 217 
E. 28rd St., New York 10, New York. Q 


LARGE STOCK NEW, USED EQUIPMENT; INSTRU- 
men.s; available for physician, hospital, or laboratories. 
Harry Wells, 400 E. 59th St., New York 22, New York. 

RODENSTOCK 


FOR SALE-—-ONE 


2029 Q, % AMA. 


in excellent condition; $575. Box 


g@ frac’ wd i 


Dationts R ecorda 


PROFESSIONAL 
PRINTING COMPANY, INC 
NEW HYDE PARK, N. Y 





FOR RENT 


UNUSUAL OPPORTUNITY IN) DESIR- 
location; modern air conditioned medical offices in 
medical center in Waukegan, illinois, Inquire: Dr. 
Altenberg, 1709 Washington St., Waukegan, Illinois. 
Majestic 3-0595. - 


FOR RENT 


able 


~ 


‘AL IFORNIA SAN FRANCISCO BAY AREA; FOR 
lease: 6 room suite, new medical dental building; in 
shopping center; suitable general practitioner, pedia- 
trician, internist. Contact: Dr. H. Pepper, 50 Edge- 
wood Road, Redwood City, California. za 


OFFICE FOR LEASE-—LAGUNE BEACH, CALIFOR- 
pia; attractive, newly decorated office; centrally located; 
suitable for general practice or specialist; internist leav- 

1982 T, % 


ing practice; available immediately. Box 
AMA. 

FURNISHED OFFICE — FOR GENERAL PRACTI- 
tioner: excellent location rent free for the Ist 3 months; 
doctor deceased. Box 2043 T, % AMA 


WITH THRIVING 
you walk into imme- 
dentist across hall. 
California, WA 


OFFICE 
lucrative; 
below, 
Sacramento, 


FOR LEASE DOCTOR'S 
practice for many years; 
diate business; drugstore 
INz32 Del Vaso Blvd., N. 


2-07 52. 


REAL ESTATE FOR SALE 


HOME FOR THE AGED; COM- 
currently operating to 


CENTRAL FLORIDA 
pletely furnished and equipped; 
capacity; licensea and approved; landscaped grounds, 
citrus grove; enjoys erviable reputation. Mrs. Raymond 
Cooper, Box 319, Fruitland Park, Florida. x 


CALIFORNIA —BEAUTIFUL NEW. 3 
American ranch type home; 2% baths; 
rural location; owner; terms, 


BED- 
on 2% 
Box 


HEMET, 
room earl, 
acres in exc.usive 
2010 X, % AMA. 


RADIUM 


FOR ALL MEDICAL PURPOSES; BOUGHT, 
owned-directed by physician- 
Radium Laboratories. 


RADIUM 
sold; radium applicator; 
radiologist. Quincey X-ray 
(Quincey, 


Illinois. 


PUBLISHERS AND PRINTERS 





MEDICAL WRITING 


MANUSCRIPT EDITING SERVICE—NON- 
manuseripts over 5000 words not accepted. 


MEDICAL 


commercial ; 


American Medica’ Writers’ Association, WCU Building, 
Qhuincy, Illinois. 
CRISP MEDICAL WRITING—PROMPT EDITORIAL 


to manuscripts of all lengths in all specialties. 
Seriptors, Box 821, Kalamazoo, Michigan, 


attention, 
Consult: 


PATIENTS’ RECORDS AND FILES 


ISTACOUN'[? 


PRINTING PATIENTS’ RECORDS 


BOOKKEEPING SYSTEMS FILES 


PROFESSIONAL PRINTING CO INC 
bs De] 


NEW HYDE PARK, N. Y 


-All makes and | 


REFRACTOMETER 
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Books received by Tue JouRNAL are acknow|- 
edged in this column. Selections will be mace 
for more extensive review in the interests of 
THE JOURNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medicul 
Association. 


Lehrbuch der Chirurgie. Herausgegeben von 
Prof. E. Gohrbandt und Prof. E. v. Redwitz. Bear- 
beitet von Prof. W. Anschiitz et al. Begriindet von 
Prof. L. Wullstein und Prof. M. Wilms. Erster 
Band: Allgemeine Chirurgie, Chirurgie des Kopfes, 
des Halses, der Brust, des Bauches und des vegeta- 
tiven Nervensystems. Zweiter Band: Chirurgie der 
Hernien, der Harn- und Geschlechtsorgane, der 
Wirbelsiule, des Beckens und der Extremititen. 
Eleventh edition. Cloth. 116.50 marks, per set. 
Pp. 1102, with 871 illustrations; 835, with 640 
illustrations. VEB Gustav Fischer Verlag, Villen- 
gang 2, Jena 15b, Germany, 1956. 


Comyns Berkeley’s Pictorial Midwifery: An Atlas 
of Midwifery for Pupil Midwives. Revised by 
D. M. Stern, M.A., M.B., Ch.B., Consulting Obstet- 
ric and Gynaecological Surgeon to West Middlesex 
Hospital and Chiswick Maternity Hospital, London. 
With additional drawings by Susan Robinson, 
M.M.A.A., Medical Artist, West Middlesex Hos- 
pital. Bailliére’s Handbooks for Nurses. Fifth edi- 
tion. Cloth. $3.75. Pp. 164, with 224 illustrations. 
Bailliére, Tindall & Cox, 7-8 Henrietta St., Covent 
Garden, London, W.C.2, England; Williams & 
wanes, Mount Royal and Guilford Aves., Balti- 
more 2, 1956. 


Pharmacognosy: The Study of Natural Drug Sub- 
stances and Certain Allied Products. By Robertson 
Pratt, Ph.D., Professor of Pharmacognosy and Anti- 
biotics, University of California School of Phar- 
macy, San Francisco, and Heber W. Youngken, Jr., 
Ph.D., Professor and Chairman for Pharmacognosy, 
University of Washington College of Pharmacy, 
Seattle. Second edition. Cloth. $10. Pp. 694, with 
70 illustrations. J. B. Lippincott Company, 227- 
231 S. Sixth St., Philadelphia 5; 2083 Guy St., 
Montreal, Canada; Pitman Medical Publishing Co., 
Ltd., 39 Parker St., Kingsway, London, W.C.2, 
England, 1956. 


Dermatology. By Donald M. Pillsbury, M.A. 
D.Sc., M.D., Professor and Director of Department 
of Dermatology, University of Pennsylvania School 
of Medicine, Philadelphia, Walter B. Shelley, M.D., 
Ph.D., Associate Professor of Dermatology, Uni- 
versity of Pennsylvania School of Medicine, and 
Albert M. Kligman, M.D., Ph.D., Associate Profes- 
sor of Dermatology, University of Pennsylvania 
School of Medicine, Cloth. $20. Pp. 13831, with 564 
illustrations. W. B. Saunders Company, 218 W. 
Washington Sq., Philadelphia 5; 7 Grape St. 
Shaftesbury Ave., London, W.C.2, England, 1956. 


Alcoholism. Edited by George N. Thompson, 
A.B., M.D., F.A.C.P., Associate Clinical Professor 
of Neurology and Psychiatry, School of Medicine, 
University of Southern California, Los Angeles. 
Cloth. $9.50. Pp. 548, with 92 illustrations. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill.; Blackwell Scientific Publications, 


Ltd., 24-25 Broad Si., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto 2B, Canada, 
1956. 


La prévention de lathérosclérose: Les choléréti- 
ques de synthése sur quelques points peu connus 
des antibiotiques. Journées thérapeutiques de Paris 
1955. Sous la présidence du professeur Loeper et 
du professeur agrégé Perrault. Union internationale 
thérapeutique. Président: Professeur Maurice 
Loeper. Secrétaire général: Professeur André 
Lemaire. Paper. 3500 francs. Pp. 565, with illus- 
trations. Gaston Doin & Cie, 8 place de l’Odéon, 
Paris 6e, France, 1956. 


Kinderiirztliche Notfallfibel: Abwehr akuter 
Lebensbedrohung. Von. Prof. Dr. B. de Rudder, 
Direktor der Univ.-Kinderklinik Frankfurt a.M.- 


Third edition. Cloth. 16.50 marks; $3.95. Pp. 178, 
with 22 illustrations. Georg Thieme Verlag, Herd- 
weg 63 (14a) Stuttgart N (American zone), Ger- 
many; [Intercontinental Medical Book Corporation, 
381 Fourth Ave., New York 16], 1956. 


The Labyrinth: Physiology and Functional Tests. 
By Joseph J. Fischer, M.D., Clinical Professor in 
Otolaryngology, School of Medicine, Tufts Univer- 
sity, Boston, Cloth. $6. Pp. 206, with 30 illustra- 
tions. Grune & Stratton, Inc., 381 Fourth Ave. 
New York 16; 99 Great Russell St., London, VV.C.1, 
England, 1956. 








asil-Apresoline 


hydrochloride 
(reserpine and hydralazine hydrochloride CIBA) 





When more than the central antihypertensive effect of 
Serpasil alone is needed to lower blood pressure, you 
will often see gratifying response to the combined 
antihypertensive action of Serpasil-Apresoline. And because 
Apresoline is effective in lower dosage when combined with 
Serpasil, there is a minimum of side effects. 
NoTE: All patients to be given Serpasil-Apresoline may 
benefit from priming therapy with Serpasil. 


Suppuiep: Tablets (standard-strength, scored), each containing 0.2 mg. 
CIB A Serpasil and 50 mg. Apresoline hydrochloride; Tablets (half-strength, 
SUMMIT, N. J. 2/2204 scored), each containing 0.1 mg. Serpasil and 25 mg. Apresoline hydrochloride. 





now together... 
for broader control 


NEW Vioform- 


Hydrocortisone 


BEFORE: Soap-and-water 
eczema with paronychial 
involvement, of several 
years’ standing, resistant 
to coal tar and other oint- 
ments. 


AFTER 7 DAYS’ TREATMENT 
with two daily applications 
of Vioform-Hydrocorti- 
sone Cream. Note closure 
of fissures, subsidence of 


scaling, recession of edema. . 


CIBA 


SUMMIT, N. J. 





Cream antibacterial « antifungal ¢ anti-inflammatory « antipruritic 


An excellent combination for the control of eczematous 
eruptions, inflammation, erythema, edema, scaling and 
pruritus, Vioform and hydrocortisone is reported supe- 
rior to either of its components used alone. “Sympto- 
matic relief is frequently dramatic and complete as 
long as this treatment is continued.” 


Effective—where many other therapies fail... 
1. Arnold, H. L., Jr.: Postgrad. Med. 16:492 (Dec.) 1954. 
Supplied: Vioform-Hydrocortisone Cream, containing 


Vioform ® ena json pe he 87 U.S.P. Ciba) 3% and 
hydrocortisone (free alcohol) U.S.P. 1% in a water- 


washable base; tubes of 5 Gm. and 20 Gm. 











when tense living 
causes G.I. di 


a AaltaMelaloiict-t-iilelamm ol-lisMmal-t-ladel i asm cl-iietaliale 
or nausea is due to G.I. spasm 


VIESOPIN 


DOUBLE STRENGTH — 


Provides the selective spasmolysis of homatropine methylbromide 
(1/30 as toxic as atropine) with virtual freedom from undesirable 


atropine effects. 


TRADEMARK 


Each peach-colored tablet or teaspoonful of green elixir contains 
5 mg. homatropine methylbromide. 


ENDO LABORATORIES INC 











is toward... 








TRIPLE SULFAS 


Modern Sulfa Therapy offers an effective answer to problems 
of hypersensitivity, drug resistance, and superimposed infections 
occasionally reported after the use of some antibiotics.’ 


The Triple Sulfas in particular permit short, well tolerated and 
effective treatment in a wide antibacterial spectrum.’ High blood 
levels and excellent tissue diffusion are combined with low incidence 
of sensitization and reliable protection of the kidney.” 


The Triple Sulfa formulation combines equal parts of sulfadiazine. 
sulfamerazine, and sulfamethazine—the sulfonamides most 
frequently prescribed because of their effectiveness in a wide 

range of common infections, their comparatively low toxicity, and the 
ease with which high blood levels are maintained.”* 


(U.S.P XV Trisulfapyrimidines) 
There is a place in your practice for MODERN SULFA THERAPY. 


Triple Sulfa preparations are available from leading pharmaceutical 
manufacturers under their own brand names. 


References: 

1. Editorial: Modern Antibacterial Agents, J.A.M.A. 159: 1458-1459 (Dec.) 1955. 

2. Krantz, J. C., and Carr, C. J.: The Pharmacologic Principles of Medical Practice, 
Ed. 3, 1954, The Williams & Wilkins Co., pp. 125-148. 

3. Lehr, D.: Present Status of Sulfonamide Therapy, A.M.A. Scientific Exhibit, 

San Francisco, June, 1954. 


4. Goodman, L., and Gilman, A.: The Pharmacological Basis of Therapeutics, 
Ed. 2, 1955, The Macmillan Co., New York, pp. 1276-1320. 


a CYANANMID ~TDAMERICAN CYANAMID COMPANY 


Fine Chemicals Division, 30 Rockefeller Plaza, New York 20, N.Y. 











eliminates pinworm 


in one week 


roundworm in 
one day 
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Piperazate Wafers 


piperazine phosphate, Leeming, 500 mg. 


Shes. Leeming & Case New York 17, N.Y. 








The Cosmetic Answer 


More and more doctors are coming to realize that 
the problems of many of their patients can be answered by 
the intelligent use of the right cosmetics. 


Frequently, disfiguring marks can be effectively con- 
cealed with a resultant improvement in the subject's gen- 
eral outlook on life. 


There are many periods in a woman's life when an 
interest in improving her appearance goes a long way 
towards restoring a sense of well-being. 


We suggest that a normally healthy person enjoys 
looking attractive as well as feeling fit. 


We also suggest that the services of a Luzier Cos- 
metic Consultant can be of help in all cases where a 
restoration of self-confidence is a factor. 


Luzier’s inc., Makers of Fine Cosmetics & Perfumes 


GIE 








“KANSAS CITY 41, MISSOURI 

















desirable assistants 
for your institution 


can be contacted thru 


A CLASSIFIED ADVERTISEMENT 


+ in the JOURNAL 














SSE Puysicians DRUG & SUPPLY CO 


ETHICAL PHARMACEUTICALS ano SUPPLIES 
DIRECT 10 rue PROFESSION 








BATTLE CREEK SANITARIUM 


9OTH YEAR OF CONTINUOUS SERVICE 
A general medical institution fully equipped for diagnostic and thera- 
peutic service. Close cooperation with home physicians in management 
of chronic diseases. 
For rates and further information, address Box 101 
THE BATTLE CREEK SANITARIUM BATTLE CREEK, MICHIGAN 
Not affiliated with any other Sanitarium 














Vol. 162, No. 5 

















Course For GENERAL PRACTITIONERS 


Intensive full time instruction in those subjects which are of particular interest 
to the physician in general practice, — of clinics, lectures and demon- 
strations in the following departments—medicine, pediatrics, cardiology, arthritis, 
chest diseases, gastroenterology, diabetes, allergy, dermatology, neurology, minor 
——- clinieal gynecology, proctology, peripheral vascular diseases, fractures, 

ogy, otolaryngology, pathology, radiology. The class is expected to attend 
departmental and general conferences. 


PRACTICAL ELECTROCARDIOGRAPHY 


A two weeks part time elementary course for the practitioner based upon an 
understanding of electrophysiologic principles. Standard, unipolar and precordial 
electrocardiography of the normal heart, Bundle branch block, ventricular hyper- 
trophy, and myocardial infarction considered from clinical as well as electro- 
eardiographic viewpoints. Diagnosis of arrhythmias of clinical significance will 
be emphasized. Attendance at, and participation in, sessions of actual reading 


NEW YORK POLYCLINIC MEDICAL ‘SCHOOL AND HOSPITAL 


THE PIONEER POST-GRADUATE MEDICAL INSTITUTION IN AMERICA—ORGANIZED 1881 | 





of routine hospital electrocardiograms. 


For Information about these and other Congans, Address: 








DERMATOLOGY and SYPHILOLOGY 


A three year course fulfilling all the requirements of the American 
Board of Dermatology and Syphilology. Also five-day seminars for 
specialists for general practitioners, and in Dermatopathology; at- 
tendance at departmental and general conferences. 


COMPREHENSIVE COURSES IN MEDICINE 


Full time courses covering the academic year (9 months) are offered to Graduates 
of Foreign Medical Schools and American Medical Schools who require further 
training to meet the requirements of certain State Boards of Medical Examiners 
A one year course and a two year course are offered. These courses are compre- 
hensive and intensive. The one year course places particular emphasis on the 
basic sciences and covers the various branches of Medicine and Surgery. The 
two year course is divided into a basic science year and a clinical year. 


THE DEAN, 345 West 50th Street, New York 19, N. Y. 

















North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 
Modern Methods of Treatment 
MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois Joint Commission on Accreditation 
SAMUEL LIEBMAN, MSS., M.D. 


Medical Director 
225 Sheridan Road Winnetka 6-021) 











BELLEVUE PLACE 


for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 

















A> The Willows Maternity 


Sanitarium, Inc. 





Since 1905 
fa, Competent, ethical services for expectant moth- | 

; ja [erm ers, spacious recreation grounds. Patients ac- 
en" BS oy cepted any time. Early entrance advised. Adop- | 
yd aq: 3 were tions through Juvenile Court. Rates reasonable | 

yy We x 2 ore "a > and adapted to patient’s needs. Complete Medi- 

9 ite peace” cal Staff. Address: 
: me MRS. DON D. HAWORTH, Supt. 
2927 Main St., Kansas City 8, Mo. Tel. Westport 1-2104 





EEL ED. Si A EI ET IE Ly a a il 


Cook County GRADUATE SCHOOL OF MEDICINE 


INTENSIVE POSTGRADUATE COURSES 


STARTING DATES—FALL, 1956 
SURGERY 
Surgical Technic, Two Weeks, October 29, November 26 
Surgery of Colon & Rectum, One Week, October 15, November 26 
General Surgery, One Week, October 29 
General Surgery, Two Weeks, November 5 
Breast & Thyroid Surgery, One Week, October 22 


Fractures & Traumatic Surgery, Two Weeks, October 15, 
November 26 


GYNECOLOGY & OBSTETRICS 


Office & Operative Gynecology, Two Weeks, October 22 
Vaginal Approach to Pelvic Surgery, One Week, October 15 


- 


General & Surgical Obstetrics, Two Weeks, November 5 
MEDICINE 


Electrocardiography & Heart Disease, Two Week Basic Course, 
October 8 

Gastroenterology, Two Weeks, October 22 

Dermatology, Two Weeks, October 15 

Cardiology (Pediatric), Two Weeks, November 5 


RADIOLOGY 


Diagnostic X-Ray, Two Weeks, November 26 
Clinical Uses of Radioisotopes, Two Weeks, October 8 


UROLOGY 
Two-Week Course October 8 


| Cystoscopy, Ten Days, by appointment 


TEACHING FacULTY—ATTENDING STAFF oF Cook County Hospitrat 





ADDRESS: REGISTRAR, 707 South Wood Street, Chicago 12, Illinois 


SDD" "el 








FOR THE TREATMENT OF ALCOHOLISM 
NARCOTIC AND BARBITURATE 
ADDICTIONS EXCLUSIVELY 







CHARLES B. TOWNS HOSPITAL = tstossisnea 1907 


Complete Treatment at predetermined cost. 
Privacy of patient is assured—if desired 
Literature on Request 
Edward B. Towns, Director 


293 Central Park West, New York 24, N. Y. SChuyler 4-0770 


Member American Hospital Association 
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Contraceptives $1.75 Tube 
with Applicator 


COOPER CREME. Free. 


The ORIGINAL Contraceptive Creme 





WHITTAKER LABORATORIES, INC 
PEEKSKILL, N.Y 





This Sunday afternoon, on ABC Television, see 


MEDICAL 
HORIZONS 


.—presented by CI B A x cooperation with the American Medical Association 


Mepicat Horizons is a live documentary 
program dedicated to the men and women 
of medicine. 


Each Sunday, at 4:30 p.m. (EDT) on ABC 
Television Mepicat Horizons presents a 
report on the progress made in a specific 
field of medicine—direct from a hospital, 
clinic or university especially active in 


that field. 


Through these reports, Ciba hopes to broaden 
the viewer’s knowledge, and to add to 

his appreciation of the work done by 
physicians everywhere. 


Here, for your information, are some of the 


topics for 1956: 


Tuberculosis Prevention of Blindness 
High Blood Pressure Submarine Medicine 
Heart Aneurisms Mental Rehabilitation 
Orthopedics Arthritis 


C I B A ...1n the tradition 


of research 





in bronchial asthma 


9 
“ 


clinical evidence’** indicates that to augment the 


therapeutic advantages of the “predni-steroids’”’ 


antacids should be routinely co-administered 





to minimize gastric distress 


ROUTINE | 
CO-ADMINISTRATION V p ld 
ae 


(Buffered Prednisolone) 


Tan | 
All the benefits of the “‘predni- g a 


steroids” plus positive antacid . 2.5 mg. or 5 mg. (Buffered Prednisone) 
action to minimize gastric prednisone or 
distress. prednisolone with 


50 mg. magnesium 
References: 1. Boland, E. W., J-A.M.A. . partir ad a 
160:613, (February 25,) 1956. 2. Margolis, 


H. M. et al, J.A.M.A. 158:454, (June 11,) 300 mg. aluminum 

1955. 3. Bollet, A. J. et al, J.A.M.A. hydroxide gel. MERCK SHARP & DOHME 
158:459, (June 11,) 1955. DIVISION OF MERCK & CO., INC. 
‘CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of MERcK & Co., INC. PHILADELPHIA! PA 














Lutrexin is in adequate supply 











Characteristic 


effect of Lutreaxin on 
contracting uterine muscle. F fi 


‘=> rexin 10" 


re een ae © = A 








LUTREXIN, a naturally occurring—non-steroid—uterine relaxing 
hormone newly isolated from the ovary. 


LUTREXIN has produced favorable clinical results as reported 
in separate studies by Rezek, Jones and Smith, and Jones.': 2: 3 


LUTREXIN specifically relaxes uterine muscle contractions (as in 
the tracing above) and in many cases, LUTREXIN has been found 
to relieve the entire symptom complex of dysmenorrhea. 


Supplied in bottles of 25 - 1000 unit tablets. 
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